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ANNUAL GRADUATE FORTNIGHT 


Functional and Nervous Problems 
in Medicine and Surgery 
October 7 to 19, 1929 


HEADACHE AND MIGRAINE * 


Freperick TILNey 
Professor of Neurology, Columbia University 


Tne Post-Graduate Fortnight has established the custom 
of assigning subjects to its contributors. Last year I was 
asked to speak on “The Ageing of the Human Brain.” 
After reviewing much material, I came to the tentative 
conclusion that the aged brain is more the result of dis- 
ease than of time; that it is in the strict sense a symptom 
of extensive pathological change accumulated during the 
course of a greater or less number of years. 


This year I do not hesitate to draw a thoroughly posi- 
tive conclusion. Headache is a symptom. From the 
clinical standpoint it must be regarded in this light. In 
fact, I wish at the outset to emphasize this point of view 
and especially to stress the importance of regarding this 
symptom as an indication of disease which demands the 
most thorough diagnostic investigation before its treat- 
ment may be approached. 


Headache, in every aspect, is a challenge. Many are 
they who, in all times, have gone out to meet it. In order 
to gain some idea of the proportions of the attack already 
made upon this prevalent symptom, I had collected for me 


* Delivered October 11, 1929. 
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during the past summer a vast number of references on 
the subject of headache in medical literature. The volume 
of effort and thought which this bibliography represents 
is surprising. More surprising still is the fact that nearly 
every part of the human anatomy has been incriminated 
as the arch offender in headache. The gamut runs from 
ovary to pituitary, from flat feet to eye-strain. Offending 
material agencies outside of the body, like war, alcohol, 
nicotine and every variety of food, come in for their spe- 
cific reproaches as causative elements. Certain extra- 
corporeal, immaterial factors, such as the psyche, are made 
to bear their special burdens in the explanation of psycho- 
genic and psychoneurotic headaches. 


All of this assortment of theories cannot fail to produce 
a sense of confusion. It may be well that we realize our 
confused state of mind in this matter. We may then draw 
the true boundaries between the limits of our knowledge 
and what we accept as traditional dogma. At the center 


of this confusion is a fundamental defect. We do not yet 
know the nature or mechanism of pain. In a recent study 
on “The Basis of Sensation,” Adrian has this to say: 
“Whatever our views about the relation of mind and body, 
we cannot escape the fact that there is an unsatisfactory 
gap between two such events as sticking a pin in my finger 
and the sensation of pain appearing in my consciousness. 
Part of the gap is obviously made up of events in my 
sensory nerves and brain, and the psychological method 
by itself can tell us nothing at all about these events.” 


Thus we are left as much in the dark concerning the 
ultimate nature of headache as were our first predecessors 
who encountered and endeavored to solve its problem. 
Yet, almost unthinkingly, we give assent to the two gen- 
erally accepted classes of headache. We %elieve them to 
be explanatory. The first class is called intracranial head- 
ache, and the second, extracranial headache. 


On closer scrutiny, this classification leaves almost 
everything at the depths of the problem still untouched. 
It is our general conception that anything producing intra- 
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cranial pressure will give rise to headache. This condi- 
tion we recognize in connection with edema in the brain 
and hyperemia caused by various toxins, by acute infec- 
tions, by drugs. The pressure may also be more directly 
material as in the case of tumors, hemorrhages or ab- 
scesses within the brain tissue. 


In explaining the exact operation of such pressure 
within the skull we encounter our first stumbling-block. 
For a long time it has been known that the brain tissue 
itself is insensitive. On this account an adequate sensory 
mechanism for the transmission of pain appears to be 
wanting. In explaining this apparent contradiction it is 
customary to lay the blame upon the dura mater which, 
being supplied by sensory nerves from the fifth, ninth and 
tenth cranial nerves, is adequate for the conveyance of 
painful stimuli arising from dural sources. It is probable, 
on the other hand, that this explanation is insufficient in 
the vast majority of cases. To accept it as proved is preju- 
dicial to our further understanding of pain within the 
head. Many circumstances point away from this simplistic 
explanation. Among the most telling facts against this 
view are those brought forward by one of our most dis- 
tinguished brain surgeons. In his presidential address 
delivered at the meeting of the Association for Research 
in Nervous and Mental Disease, in 1927, Dr. Charles A. 
Elsberg says—“The ordinary ‘headache’ that occurs in 
many diseases, in disturbance of the gastro-intestinal tract, 
in fever, and in states of increased intracranial pressure, 
is usually described as due to distension or stretching of 
the dura, with pressure of that membrane against the in- 
ner surface of the cranial bones.” He then points out that 
headache often occurs in states of diminished intracrania] 
pressure, in anemia, and in conditions in which the total 
blood volume and general blood pressure are diminished, 
all of which casts serious doubt about its dural origin. 
His further observations in relation to this matter are of 
great significance. 

For many years of observation during the course of 
cranial operations performed under local anesthesia, he 
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is convinced—as others have been—that with exception 
of the meningeal vessels, the dura is insensitive. The dura 
can be stretched and pulled, it can be distended to the 
maximum in all directions without causing any pain or 
headache. 


If, on the other hand, intraventricular pressure is sud- 
denly lowered or raised by the removal of fluid or by the 
injection of fluid or air, typical headache is at once pro- 
duced. In some instances in which the fluid was with- 
drawn from or injected into a frontal horn, the headache 
was located in the frontal region, and if the procedure was 
done in a posterior horn, the headache was occipital. 


Furthermore, if gentle but gradually increasing pres- 
sure is made in the occipital region of a patient on whom 
a suboccipital craniotomy has previously been performed, 
a frontal headache is often determined which may last for 
one or several hours. 


Whatever may be the real significance of the facts, they 
do seem to indicate that distension and stretching of the 
dura have little if anything to do with headache, but that 
sudden changes in intraventricular and perhaps intra- 
cranial pressure may have an important bearing upon the 
etiology of at least some varieties of headache. 


This interpretation of headache introduces all of the 
complex possibilities related to the secretion, absorption 
and circulation of the cerebrospinal fluid. Of late years 
our growing clinical experience vith manometric estima- 
tions of the spinal fluid have produced many striking char- 
acteristics revealing the close relation between blood pres- 
sure, and more particularly venous blood pressure, and 
cerebrospinal pressure. A remarkable instance of this 
. intimate relation has recently been supplied by experi- 
ments under Dr. Elsberg’s direction. The performance 
of the ordinary manometric estimation of the spinal fluid 
has been carried on in two patients each of whom received 
at the time of puncture one pearl of amyl nitrate by in- 
halation. The pressure in the manometer, which prior 
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to this inhalation had risen to the normal height, imme- 
diately and rapidly fell to zero. The patients, as is the rule 
on amyl nitrate inhalation, complained of a severe though 
transitory frontal headache. 


Surgical experience has now so amply discredited the 
theory that pain arises exclusively from pressure or stimu- 
lation of the dura mater, from manipulation or operation 
upon the bones of the skull, that it is necessary to turn 
to some other explanation in order to understand the na- 
ture of headache. It is probably true that in a limited num- 
ber of instances, irritation of the dura may and does pro- 
duce the pain symptom. This has been found to be true in 
patients operated upon under local anesthesia for brain 
tumors when gentle pressure upon the dura at the base of 
the skull in the neighborhood of the optic foramen. pro- 
duces pain in the region of the orbit of the side stimulated. 


With the dural origin of headache thus seriously called 
in question, it is scarcely more satisfactory to consider 
such pain to be the result of endocrine disorders, of sympa- 
thetic crises, with sympatheticotonia, or paralysis of the 
sympathetic system, of abnormal narrowness of the fora- 
men of Monro, of dilatation of the blood vessels, or angio- 
neurotic edema, or of disorders in the medulla giving rise 
to neuralgic conditions in the meningeal branches of the 
vagal, glossopharyngeal or trigeminal nerves. All of these 
factors may play some part in the process of producing 
headaches. But none of them offers a complete or satis- 
fying explanation. 


We are a long way from anything approaching an ade- 
quate understanding of the exact nature and mechanism 
of headache. Nevertheless, this condition is constantly 
with us either as a visitant causing personal distress, or 
as a practical issue to be met in our patients. 


For this reason we find ourselves engaged in that field 
where perforce so much of our work is carried on—em- 
piricism. There, in spite of our limitations, we are com- 
pelled to seek relief for those who suffer. It is necessary, 
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therefore, to have some practical working program for 
the treatment of headache, to which end an important 
principle may be laid down at once. Any acceptable pro- 
gram of this kind will insist that diagnosis is the first step 
in treatment; for treatment without a proper diagnosis 
is as dangerous as diagnosis without treatment is futile. 
This fact brings us back again to the essential recognition 
that headache is a symptom. It is a symptom of many 
widely different disorders. To treat it by itself, contro- 
verts all the rules of modern medicine. It may be the 
presenting symptom, but it seldom if ever is the only symp- 
tom. It must be put in its proper relations in the symp- 
tom complex of which it forms a part. It must be given 
its correlative value in connection with all of the evidence 
indicative of disease. There may be reasons, based on 
economy or psychological effect, justifying intuitive diag- 
nosis, but the casual acceptance of headache as a symptom 
sufficient to warrant the establishment of treatment with- 
out further evidence, is hazardous and in every way de- 
plorable. Every case with this complaint deserves as com- 
plete an examination as possible. Thoroughness of the 
diagnostic procedure differs with the training and disposi- 
tion of the individual physician. What may satisfy one 
will be thoroughly unsatisfactory to another. What some 
consider essential routine investigation, others regard as 
unnecessary and expensive ceremony. It can hardly be 
disputed, however, that with a symptom connected with 
such a multitude of disorders, only a complete initial diag- 
nostic investigation is satisfactory in the long run. This 
course would do much to obviate what all too often proves 
to be the case, namely, the migratory excursions of the 
patient from one possible source of relief to another, which 
in the end is little economy to the patient and less credit 
to medicine. 


In the practical management of such situations, one 
man’s formula is as good as another’s. I may be privileged, 
therefore, to say that it is my practice in every case of 
this kind to make a complete diagnostic study requiring 
hospitalization lasting from three days to one week. This 
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study of the patient aims to cover every possible focus of 
disorder which the symptom headache may suggest. 


A thorough neurological examination is the first essen- 
tial. By this means suggestive slight differences in the 
reflexes on the two sides may appear, inequalities of the 
pupils, alterations in sensation, changes in visual acuity, 
alterations in the eye-grounds, changes in personality, in- 
tellect and memory, alterations in speech, perversions in 
behavior, disturbances in locomotion, which, taken in con- 
junction with the headache, point specifically to disease 
involving the central nervous system and particularly the 
brain. 


The absence of symptoms arising in connection with this 
examination tends to exclude the central nervous system 
from the final diagnostic opinion. It does not do so en- 
tirely, however, inasmuch as tumor of the brain, abscess 
of the brain, and certain of the more insidious infections 
such as syphilis, may be present without manifesting con- 
vincing signs of nervous involvement. Often the head- 
ache of brain abscess may be the most, and perhaps the 
only, conspicuous symptom. Its severe, more or less con- 
tinuous character, usually located in some definite region 
of the head, and especially in connection with an active 
otitic, nasal or sinus process, should hold attention to the 
possibility of brain abscess and keep the patient available 
for repeated examinations and immediate operation when 
the diagnosis becomes clear. I know of no condition call- 
ing for such vigilance as the intense, nearly continuous, 
expanding headache seen in brain abscess, and often seen 
with but few other confirmatory signs. The headache of 
brain tumor may be similarly severe. It may have periods 
of remission and increasing intensity sufficient to stupefy 
the patient. This is particularly true of infiltrating neo- 
plasms into which there may occur from time to time more 
or less extensive hemorrhage, or about which there is a 
varying degree of edematous change. 


The treatment for the relief of both brain tumor and 
brain abscess is first a diagnosis of localization, and surgi- 
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cal relief as soon thereafter as possible. Unlocalizable 
brain abscesses and brain tumors warrant exploratory 
surgery. It may be necessary in some few instances to do 
a subtemporal decompression merely for the relief of ex- 
cruciating headache. On the other hand, an exploratory 
approach to the tumor by such means as will expose it 
and make it accessible to further treatment is, in the great 
majority of instances, the wisest measure. An osteopathic 
flap fills both requirements and furnishes sufficient de- 
compression to relieve the headache. 


It may be advantageous to illustrate the steps necessary 
to the diagnosis process by following a particular case. 
In this instance, a broker, 48 years of age, who had made 
a considerable success of his business career. In the course 
of his activities he had devoted more and more of his time, 
both day and night, to his financial interests, and had in- 
creasingly felt the pressure of growing responsibilities. 
His chief complaint was severe recurrent headache, ac- 
companied by violent attacks of projectile vomiting and 
periods of marked mental depression. The pain usually 
started over the right eye, over the right temple and in the 
right side of the forehead. During the course of several 
hours it would extend backward into the orbit and then 
spread over the left temple and over the entire head, be- 
coming so intense that it incapacitated him. Transient 
hemianopsia was present during these attacks. It was 
necessary for him to give up his work and lie down quietly 
in a darkened room. He also suffered from a more or less 
constant dull aching pain in the back of his head. Usually 
he had some warning of the approach of the more severe 
headaches. He was conscious of a depressed feeling and a 
peculiar sensation before his eyes. He noticed that vision, 
on looking to the left was quite blurred and hazy. A filmy 
mist arose before him, such as may be seen ascending from 
the moist ground in summer. He became chilly and soon 
began to sweat. With these signs he knew that an attack 
was approaching. Following his headache, which lasted 
a number of hours, he had a distinct weakness of the en- 
tire left side of his body. His left arm and leg, while not 
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paralyzed, were so weak that it was impossible for him to 
stand or walk or use his left hand for ordinary purposes. 
This paralytic weakness often lasted for a day or two. 
Sometimes he was conscious of a distinct paralytic weak- 
ness quite independent of any headache, on which occas- 
ions it was necessary for him to use a cane in order to get 
about. At times also, the sensation in his left hand was 
defective. The hand felt numb and tingling and he did 
not have the proper perception of objects by means of the 
sense of touch. His left leg felt peculiarly unfamiliar, 
heavy and difficult to move. After a headache his right 
upper eyelid would droop, half closing his eye. 


His partners had noticed an increasing irritability dur- 
ing the preceding two or three years. They found him ex- 
cessively emotional, loud and somewhat abusive in his 
language, laughing more boisterously than was his custom 
and easily moved to tears. His wife reported similar ob- 
servations and added that it was necessary to keep from 


him all household and domestic worries. His paralytic 
weakness on the left side was alarming, but more disturb- 
ing were the three or four attacks of double vision which 
he had, two of them following a headache and two quite 
independent of any head pain, but coming on with a sud- 
den dizziness and staggering. 


It must be evident that the first step in treating this 
man was a proper diagnosis to find out what to treat and 
how. Logically enough the first step was a complete neuro- 
logical examination. Summarized briefly, this study 
showed a slight irregularity of the pupils and some slug- 
gishness of the left pupil in reacting to light. The other 
reflexes were normally active with the exception of the 
left abdominals which were absent. Muscle strength in the 
left arm and leg was much decreased and a slight weak- 
ness was present in the left side of the face. It should be 
noted in this connection that the patient was examined 
the day following one of his most severe headaches. The 
eye-grounds showed no changes but the plotting of his 
visual fields indicated a distinct increase in the blind spots 
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of both sides. The retinal vessels were somewhat small 
and tortuous. The edges of the discs were slightly hazy 
especially on the nasal sides. 


With such a history and such neurological findings the 
patient was distinctly a suspect for an expanding intra- 
cranial lesion, brain tumor being the most likely, but brain 
abscess yet to be excluded. 


Sensory examination was normal with the exception of 
some difficulty in identifying objects by palpation in the 
left hand. Behavior tests showed no change in general 
activity. Responses were prompt and intelligent. Speech 
was clear, memory of recent and remote events good, power 
to recall and recognize within normal limits. 


The suspicions created by the history and neurological 
examination now required support of other physical tests, 
especially X-ray. A complete study of the head revealed 
a thoroughly normal chondocranium, with no change in 
the basal angle, sella turcica or sphenoid processes. Due 
to a moderate degree of calcification the pineal gland upon 
stereoscoping appeared to be in its normal position, not 
displaced forward or backward, up or down. There was 
no sign of increase in the vascular channels or vascular 
grooves and no evidence of bone erosion in consequence of 
convolutional atrophy. X-ray of the sinuses showed no 
indication of involvement of the sphenoid, ethmoids, 
frontals or antra. Subsequent transillumination of the 
sinuses and nose, and their examination, confirmed the 
X-ray findings. In this way the possibility that the head- 
ache was caused by sinus infection was removed with a 
fair degree of assurance and expanding intracranial lesion 
seemed less likely. The restriction of the pain to the up- 
per part of the head excluded a diagnosis of Sluder’s 
“lower-half headache” in which the pain is confined to the 
lower part of the head and face and extends down into the 
neck and shoulders. 


The condition of the teeth, upon X-ray, proved entirely 
satisfactory. There was no indication of apical or other 
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infections and there were no devitalized teeth. This ob- 
viated a usual and unduly popular procedure of wholesale 
extraction which is unfortunately too often prescribed to 
meet the undifferentiated condition of head pain and head- 
ache. One of my patients, who subsequently died as a 
result of a brain tumor, was advised in the early stages 
of his illness not only to have all of his perfectly sound 
teeth extracted, but also to have the alveolar processes 
curetted in order to relieve him of his severe headaches. 
Needless to say, the proper diagnosis in this case demon- 
strated the futility of such advice. 


The typical manner in which the patient’s headache as 
it developed spread from the right to the left side and was 
particularly pronounced in both temples, and his tran- 
sient hemianopsia, suggested that he might be suffering 
from what is known as pituitary headache. The rest of 
his clinical picture was too massive to conform to this 
diagnosis. 


Even with the X-ray evidence, the possibility of an ex- 
panding intracranial lesion could not be altogether ruled 
out. The blood study, repeated on three different days, 
showed, however, no change significant of acute infection. 


Temperature by rectum every two hours showed no ele- 
vation and also no depressions below the normal. From 
this evidence it seemed feasible to dismiss the diagnosis 
of brain abscess, particularly as there was no initial in- 
fection in the throat, nose or middle ear, and also because 
the X-rays gave no evidence of an acute infectious process 
in the lung. 


From facts already obtained it seemed clear that there 
was no expanding lesion in the posterior fossa of the brain, 
and so it was decided to do a lumbar puncture in order 
to test the serology and pressure of the cerebrospinal fluid. 
The patient was instructed to remain in bed for the fol- 
lowing 48 hours in order to avoid the development of a 
lumbar puncture headache. Manometric test showed no 
increase of intracranial pressure, and the laboratory re- 
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ports upon the fluid, as well as upon the blood, showed 
that the Wassermann reaction was negative. The spinal 
fluid contained no cells, its globulin content was negative 
and its total protein 25 milligrams. The colloidal gold 
curve was likewise negative. These tests satisfactorily 
removed the possibility of syphilis as well as any acute 
inflammatory process involving the cerebrospinal axis. 


Blood count and culture ruled out the diagnosis of pri- 
mary blood disease and systemic infection. Complete 
cardiovascular examination made it possible to disregard 
arteriosclerosis as an important factor. 


The eye examination was negative and went far to allay 
the suspicion of brain tumor. It disclosed no degree of 
refractive error sufficient to produce such eye-strain as is 
regarded an adequate cause of headache. 


Urinalysis and tests for renal efficiency, as well as the 
blood chemistry, indicated there was no reason to suspect 
the kidney as a causative factor. 


The patient gave no history of rheumatic attacks and no 
evidence of focal infection in the teeth or tonsillar beds. 
This fact disposed satisfactorily of the possibility of rheu- 
matic headache. 


Examination of the stool showed that the lower bowel 
was infested with an unusual number of bacteria, both 
anaerobes and aerobes. All varieties of the colon bacilli 
were cultured from the stool in great abundance and 
showed a high toxigenic index. The patient gave a history 
of protracted irregular bowel elimination characterized by 
constipation alternating with diarrhea. 


One by one, as a result of this diagnostic review, many 
causes of headache were dismissed. The principal pos- 
sibility which remained to be considered was sick head- 
ache or migraine. This interpretation in conjunction with 
a large psychoneurotic element and myositic infiltration in 
the suboccipital region, was offered as the proper explana- 
tion of the patient’s condition. 
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Sick headache, or migraine, is capable of producing the 
entire symptom complex from which the patient suffered. 
The periodicity and paroxysmal character of the attacks, 
the attendant nausea and vomiting, chill and sweat, the 
occasional obscurations of vision prior to the attack, the 
actual hemianopsia, double vision, hemi-anesthesia, hemi- 
paresis and ptosis of the upper eyelid, constitute definite 
components of the migrainous attack. They need not all 
occur at the same time. Some part of this complex may 
appear as an equivalent of the paroxysmal headache, and 
the attack itself may vary from time to time in its intensity 
and duration. 

The change in emotional stability as well as the marked 
alterations in personality were consequent upon pro- 
nounced psycho-neurotic elements. These elements had 
their genesis in the strenuous life of the patient, combined 
with his growing neglect of proper hygienic regulations 
and an increasing degree of vitiation of his metabolism. 
The more or less constant dull occipital headache and pain 
in his neck were accounted for by myositic infiltrations in 
his suboccipital region. 

The correctness of this diagnosis was confirmed by the 
result of treatment. The patient was withdrawn from 
active business for several months. His responsibilities 
were shifted and lessened. He was permitted to live a 
free, out-of-door life, with proper periods of rest and re- 
laxation. Proper diet was prescribed and effective elimina- 
tion was encouraged. For several months he was treated 
by deep massage in the upper cervical and suboccipital 
regions and was given daily exercise of an interesting and 
pleasurable nature. The exercise prescribed was golf. It 
should be noted, however, that even this form of recrea- 
tion is to be prescribed with certain careful injunctions 
for the spirit of American enterprise and competition has 
done not a little to deprive the ancient and honorable game 
of some of its beneficent relaxation. Eventually the pa- 
tient was able to resume his occupation and remained free 
from his troublesome headache so long as he kept himself 
in good condition. 
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In the course of narrating this clinical history, many 
possible causes of headache have been brought to light. 
Each of them is quite different from the others in its gene- 
sis and causative factors. It is for this reason that at- 
tempts have been made to classify headaches. They have 
been variously grouped according to their kind and cause. 
There may be certain useful implications in such classi- 
fication, but they are largely of academic interest. Our 
immediate requirements in taking care of sick people de- 
mand an intensely practical grouping which, above every- 
thing else, indicates the kind of treatment best suited to 
each individual case. The diagnostic method already out- 
lined supplies exactly this sort of practical grouping. It 
is effectively individual and therapeutically direct. It 
makes clear what should or may be done for our patient. 
It produces no static classification but, by classing each 
patient, at once points to the treatment needed. Only in 
the most complex and obscure cases does it leave any 
reason for doubt. This method makes it possible to 
identify brain tumor headache, not as a conventional pic- 
ture for the textbook, but as an actual condition in the 
patient’s experience. It discloses the sequence of develop- 
ment in.such a headache with all of its attendant circum- 
stances. It requires the indispensable aids of neurological, 
eye and X-ray examinations. The tests in which the pa- 
tient proves negative are only slightly less important than 
those which are positive. 


THE VARIETIES OF HEADACHE 


(1) Not infrequently the headache due to other causes 
is treated as that resulting from brain tumor. In a large 
proportion of cases such misinterpretation may be avoided 
by the proper method of differentiation. Concerning the 
treatment of brain tumor headache, surgery holds the an- 
swer. If possible, the tumor or the pressure caused by it 
must be removed. In inoperable cases the headache is 
often relieved by the intravenous administration of hyper- 
tonic dextrose solutions in doses of 200 c.c. of a 25 per 
cent solution daily. This treatment is useful to lessen 
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the suffering in cases of brain congestion, swelling or 
edema due to any cause. 


(2) Brain abscess headache may be similarly recognized. 
Its treatment is likewise surgical. 


(3) Brain syphilis headache is especially important. It 
has often lasted for a long time without proper identifica- 
tion, but is seldom missed when the practical method of 
classification is applied. Its nocturnal occurrence is al- 
ways a matter of suspicion, though it is not uniformly con- 
clusive. The treatment of this headache embraces the 
administration of all approved antiluetic measures. The 
intraspinous route of treatment, once so strongly urged, is 
now largely abandoned. On the other hand, the use of 
potassium iodide in frequent doses is too often neglected. 


(4) Brain inflammation headache, due to the various 
forms of encephalitis and meningitis, should as a rule offer 
little difficulty if the proper method of approach is em- 
ployed. The headache of encephalitis may be treated by 


repeated lumbar puncture, intravenous dextrose solutions 
and, if need be, the judicious use of anodynes and nar- 
cotics. Meningitis headache may require similar means, 
but the epidemic variety is best treated by the antimen- 
ingococcic serum intraspinously administered. 


(5) Arteriosclerotic and hypertension headache may be 
identified by the evidence of structural and tension changes 
in the cardiovascular system. The diagnosis is supported 
by the absence of signs indicating other varieties. It is 
best treated by hygienic and dietary regulations. The 
medication usually employed is potassium iodide. 


(6) Sinus headache is identified both by the positive and 
negative tests which it yields to the diagnostic method. In 
the vast majority of cases the identification is made by the 
direct examination of the local condition. In certain in- 
stances it is wise to go further especially in view of vari- 
ous intracranial complications which may confuse the 
diagnosis. The usual sinus headache is treated locally and 
surgically. 
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(7) Vacuum headache, recognized by pain over the eye 
and into the orbit, is identified by examination of the sin- 
uses and the presence of Ewing’s sign, tenderness of the 
inner, upper angle of the orbit. Its usual treatment is 
the application of astringents and local measures. 


(8) Lower half headache of Sluder is identified by pain 
about the eye, upper jaw and teeth, extending into the 
temple, with earache and pain in the mastoid. It often 
extends into the occiput, neck, shoulder, hand, forearm 
and fingers. It is sometimes accompanied by sneezing and 
photophobia. Its accepted treatment is the direct applica- 
tion of cocaine to the sphenopalatine (Meckel’s) ganglion. 


(9) Toxic headache, due to alcohol, lead, tobacco, ether, 
carbon monoxide or hydrogen sulphate, is identified by the 
history of the case or by the detection of the toxic sub- 
stance in one or more of the body fluids. The treatment 
of this form of headache depends on proper elimination. 


(10) Anemic headache is recognized by examination of 
the blood. The treatment is that of the anemic condition. 


(11) Renal headache is identified by examination of the 
blood and urine and by tests for renal efficiency. Meas- 
ures of relief are those employed in the management of 
acute and chronic nephritis. 


(12) Eye-strain headache is distinguished by the pres- 
ence of refractive and other ocular errors in the absence 
of other signs. It is treated by proper ocular correction. 


(13) Myositic headache is easily recognized by the more 
or less continuous, dull, aching pain in the back of the 
head and neck which is increased as a result of fatigue or 
strain. The presence of nodules in the scalp and neck 
muscles confirms the diagnosis. It may complicate the 
course of many different types of headache. It is best 
treated by continuous deep massage in the region affected. 


(14) Digestive headache occasioned by constipation, 
hunger, hyperacidity and jaundice, is treated by the cor- 
rection of these conditions. 
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(15) Nervous headache is extremely prevalent. Its 
diagnosis depends upon the elimination of all other causa- 
tive factors and the establishment of an activating influ- 
ence in the personality makeup, home conditions, marital 
relations and financial responsibilities sufficient to excite 
those anxieties, fears and inadequacies which are the 
foundation of the psychoneuroses. This is not merely a 
form of headache sui generis. It complicates to some de- 
gree, at least, nearly all other forms of headache as well 
as many other varieties of sickness in which the patient’s 
anxiety continues to grow in proportion to the length of 
his illness. It is a most important and much neglected 
aspect in the treatment of headache as it is in the treat- 
ment of many other disorders. 


(16) Sick headache or migraine is recognized by its 
periodicity, by its paroxysmal severity, and by its freedom 
from signs of disease in the intervals between the head- 
aches. A distinctly familial type of this disease is recog- 
nized. It runs through the history of many families. It 
is common in squalid and unhygienic surroundings, but is 
equally well known in circumstances of comfort and lux- 
ury. It most often affects those who for any reason are 
forced to lead a sedentary life, and is much less frequent 
in those who pursue an active, energetic, out-of-door life 
and who in consequence of such pursuits develop a rugged 
constitution and personality. Its treatment may be di- 
vided into that of the paroxysmal attack and that of the 
interval between attacks. 


Many remedies have enjoyed distinction and are still 
extensively used in the treatment of sick headache. At the 
beginning of the attack when the patient first feels chilly 
or experiences the familiar visual obscuration, a good dose 
of brandy or a cup of hot coffee will often avert the more 
serious developments of a paroxysm. Nitroglycerin 1/100 
with erythrol tretronitrite 1 grain, taken at this time often 
proves effective. In my own experience nothing has given 
more satisfactory results than oxyquinothine in the form 
of Faivre cachets, 5 grains each, repeated in half an hour 
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if relief is not obtained. Aspirin in combination with 
pyramidon in some cases proves effective. The combina- 
tion satisfactory for one patient may not serve for another, 
so that in this respect each patient must be individualized. 
When the headache is well established, 214 grains each of 
antipyrin and acetanilid, with 4% grain codein, may be 
used every half-hour for three doses. The dangers of pro- 
longed use of the coal-tar products should be emphasized 
to the patient and uppermost in the mind of the physician. 
The protracted use of these drugs produces such damage 
to the blood that the patient in seeking relief from these 
remedies creates a condition even more serious than the one 
he hopes to relieve. Morphine and like narcotics should 
be used only as a last resort and with full appreciation 
of the danger in thus treating a symptom of recognized 
periodicity and recurrence. Most recently, gynergen, the 
tartrate of ergotamine, which is a specific alkaloid of ergot, 
has been recommended either alone or in combination with 
bellafoline, both to prevent the acute paroxysm and to 
relieve it when developed. This drug may be administered 
in tablet form, from 1 to 4 tablets daily given one at a time 
at the outset and during the paroxysm, or it may be given 
by hypodermic administration, 14 c.c. and repeated in the 
course of three to four hours if necessary. It is recom- 
mended because migraine headache is considered a sympa- 
thetic crisis. Two milligrams by mouth should arrest a 
migraine already started; 2 mg., also by mouth, daily, in 
habitual sufferers from sick headache may be doubled on 
the approach of the headache. Its use should be limited 
to those cases showing signs of increased sympathetic 
tone. 


The treatment of the interval between paroxysms is of 
even greater importance. The most important single 
remedial agency is out-of-door life and exercise taken in 
the form most congenial to the individual. The physician 
should not, as is the usual practice, deliver his hygienic 
directions as casual instructions. Every detail of the 
treatment should be carefully set down in writing so that 
there may be no misunderstanding of its meaning. It 
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should include instructions for diet, the period and dura- 
tion of rest, of relaxation, or recreation, of exercise and 
all special means of treatment to be employed. Water 
treatments are too greatly neglected. Most of these pa- 
tients are greatly benefited in the first part of their treat- 
ment by the use of the Nauheim bath given two or three 
times a week. Should this water treatment prove too re- 
laxing, the Aix of Vichy bath may give beneficial results 
especially in those who are greatly debilitated, under 
weight or muscularly fiabby. Later, as the patient’s re- 
sistance increases, a cabinet bath, followed by the Scotch 
pressure douche, will prove a stimulating tonic and recon- 
structive. A tonic tub bath should be advised every morn- 
ing upon arising. Effective and regular elimination must 
be insisted upon and where necessary the proper mineral 
or vegetable laxatives employed to this end. Dietary fads 
must be avoided, but the digestive objections of each in- 
dividual patient must be met and a diet provided with 
sufficient roughage to stimulate peristalsis. In some cases 
it will be necessary to resort to multiple enemata and other 
means of colonic irrigation. The entire success of the 
treatment will depend upon the efficiency of the methods 
employed to restore a defective and incapacitating meta- 
bolism to something approaching the normal. For this 
purpose a systematic follow-up system and a careful re- 
view of the patient’s adherence to directions must be in- 
sisted upon. 

All of these instructions concerning migraine Liveing 
set forth more than a half century ago in his remarkable 
book on this subject. He recognized many causes con- 
tributing to this kind of sick headache and expressed the 
belief that none was more potent than the nervous wear 
and tear in all walks of life. 

The anxieties and strainings provoked by the struggle to 
reach what may allure but seldom satisfy us bear down 
heavily on our vital resistance until the machine is se- 
verely overtaxed. The hazards and burdens which Liveing 
saw in his time, he might see multiplied and compounded 
could he look upon our great cities of to-day. 
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Many causes which shorten life, lessen efficiency or 
foster disease arise from the congestion, haste and striving 
of modern living, especially in our great overcrowded com- 
munities. The parasitic advantages of such existence, ap- 
pear to be more desirable than better health or fuller con- 
tentment. More intelligent living may in time prevent or 
weed out numerous ills which we are now compelled to 
bear. That time seems still a long way off. Meanwhile, 
we shall need to employ and improve such palliative 
equipment as we possess to combat the afflictions of body 
and mind. 
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THE CARDIAC NEUROSES * 


Rosert H. Hatsey 
Professor of Medicine, New York Post Graduate Medical School 


It is indeed a pleasure to participate in this symposium 
on “functional and nervous problems in medicine and 
surgery.” 


The practitioner of medicine who has experienced the 
changes in the methods of investigating medical problems 
in the past thirty years, if he compares the point of view 
of cardiology of the first with the last year, will be aston- 
ished. A new language has been evolved, a true vernacu- 
lar. Since the war, psychology has come in for a rejuve- 
nation, too, and as you know, have heard, and will hear, 
there is a completely new point of view founded upon 
experimental investigation. 


I. CARDIAC NEUROSES 


To begin the attack upon this problem of cardiac neu- 
roses it seemed useful to review the subject matter con- 
tained under the same or similar headings presented by 
some medical authors of the past; for it seemed that such 
a study might help to develop the thought as viewed by 
those authors at earlier periods. The opinions as ex- 
pressed in those ageing books can be accepted probably 
as the mature thought of the period, though it is true 
usually that the opinion expressed in printed books is 
about ten years old. Or stated in another way, the opin- 
ion of the text book is so mature and so widely accepted 
before the author will assume the responsibility of express- 
ing it in print that ten years has elapsed since the opinion 
was first expressed. 


From this survey of the changing point of view of medi- 
cal thought it was hoped that it might be possible to ex- 
press in a brief form a working definition of what to-day 
might be considered the essentials for a diagnosis of a 
cardiac neurosis. 


* Delivered October 14, 1929. 
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Of many authors whose remarks might be quoted, there 
is one most interesting observation well worth the time 
to read and made nearly a century ago by Dr. John Cal- 
throp Williams in 1836 in London. 


“Allowing, however, that diseases of the heart have increased of late years, 
we have a clear and important explanation of the fact. 


“With the advance of civilization, the physical and moral system of man 
becomes more sensitive, and then the passions necessarily acquire a greater 
influence over the animal organization; the more, also, the passions are 
curbed, after being once strongly excited and exercised, the more baneful 
is their influence on the nervous system, until they are completely subdued. 

“When we reflect, therefore, on the powerful influence that mental emo- 
tions exercise over the action of the heart; on the changes affected, in this 
respect, by anger, hatred, and revenge—by love, joy, or sorrow—by avarice 
and ambition; when we credit our former assertion, that functional derange- 
ment will terminate in organic disease, and that this functional derange- 
ment is daily and hourly produced by the activity of these feelings; then 
we are bound to believe, that disorders of the circulation and the heart 
have increased of late years, and will still increase in proportion as the 
nervous system is affected by the more frequent and ardent operation of 
the passions. . . .” 


Thus evidently he recognized the effect of emotions and 
this before psycho-analysis became Freudian and popular. 


In 1892, Sir William Osler, in the text book “Prin- 
ciples and Practice of Medicine” in the second division of 
the section, Diseases of the Heart, places as number 5 
Neuroses of the Heart and includes in that chapter Palpi- 
tation, Arrhythmia, Rapid Heart (tachycardia), Slow 
Heart (bradycardia, for which he coined the term “brachy- 
cardia”), and last “Angina Pectoris.” 


The paragraph on Arrhythmia contained seven items 


Paradoxical pulse 

Intermittence of the pulse 
Alternate pulse 

Bigeminal and trigeminal pulse 
Delirium cordis 

Foetal heart rhythm 

Gallop rhythm 


To-day these are considered, with one exception, as con- 
comitant of serious myocardial disease. 
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In 1895 Osler added to the section a differential be- 
tween “true angina pectoris’ and “pseudo-angina pec- 
toris.”’ 


The same arrangement was retained in subsequent edi- 
tions until 1907 when the heading was changed from 
“neuroses” to “functional affections of the heart” and 
Heart-block (Stokes Adams’ Disease) was added. An- 
gina pectoris had been removed from the group and was 
described in a separate division under “Diseases of the 
Heart.” 


In 1916 the same headings were retained and “fibrilla- 
tion” was added and the term “neuroses” was omitted from 
the index. 


It is interesting to note that “delirium cordis” and 
“fibrillation” are retained as separate rhythms. The elec- 
trocardiogram of the conditions had not yet become suffi- 
ciently known to be used for analysis in the text book. 


In later editions of this text book, the whole division on 
functional affections has been moved into the first posi- 
tion and subdivided into 


I. Symptomatic disorders 
1. Heart consciousness 
Cardiac pain 
Effort syndrome 
Cardiac asthenia in children 
Palpitation 


. Mechanical disorders of the heart beat 


A. Disturbances of rate 
1. Tachycardia 
2. Bradycardia 


B. Disturbances of rhythm 
. Sinus arrhythmia 
. Extra systoles (premature contractions) 
. Simple paroxysmal tachycardia 
. Auricular flutter 
. Auricular fibrillation 
. Heart block 
. Alternation of the heart 
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Returning to 1898, Francis Delafield, in his lectures on 
medicine under the heading “The neuroses of the heart” 
describes “the irregular heart” and “angina pectoris.” Of 
the irregular heart he said: “A large class of cases of dis- 
turbance of the action of the heart without structural 
disease, for which we have no good name, and which we 
cannot as yet subdivide in a satisfactory manner.” 


He then writes—“The heart’s action may be too rapid, 
or irregular, or intermittent, or exaggerated, or too slow. 
These changes in the heart’s action either occur in parox- 
ysms, or continue for long periods; they occur after ex- 
citing causes, or continue when no cause can be dis- 
covered.” Further on he says: “The physical signs are 
the change in the action of the heart and sometimes a 
murmur at the second left space, or at the apex.” And 
again—“But it may be difficult to distinguish this condi- 
tion from exophthalmic goitre, chronic myocarditis, dis- 
eases of the coronary artery, the fatty heart, or stenosis 
of one of the valves without a murmur.” 


As causes he names “tobacco, tea, coffee, anaemia, epi- 
demic influenza and hysteria.” 


Tea, coffee, tobacco, anaemia and epidemic influenza 
may act as direct poisons to damage the muscle or bring 
it to a “critical” state by conditioning the muscle reaction 
through degenerative changes. If these agents are the 
etiological factors it is more correct to consider the result 
of their action as toxaemia rather than a neurosis. 


Concerning angina pectoris Delafield states that it is 
“time to recognize the fact that there is no such disease 
but that attacks of pain of greater or less severity consti- 
tute one of the symptoms of a variety of cardiac affec- 
tions.” 


About 1902 Strumpel under the general title “Diseases 
of the circulatory system,” makes the first division “Dis- 
eases of the heart” and places in the fourth subdivision 
four topics, as follows: Cardiac neuroses, Angina pectoris, 
Nervous palpitation, Tachycardia. 
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Angina pectoris he calls steno-cardia, from the Greek 
meaning of “narrow” and expresses the opinion that it is 
not an independent disease or “pure neurosis.” He credits 
Nothnagel with the description of the “vaso-motor form 
of angina pectoris” because of the associated vascular con- 
traction in the extremities, as indicated by pallor, cyanosis 
and paraesthesia. 


He defines nervous palpitation as “the subjective per- 
ception of the movements of the heart.” Tachycardia he 
considers a “peculiar and quite rare form of neurosis,” 
but does not analyse it. 


In 1911 the topic, “Diseases of the circulatory organs” 
was changed from Number I to Number III of the sub- 
divisions and instead of four there are six headings: 

. Purely psychogenetic heart disturbances. 

2. Nervous heart disturbances from endogenous toxic influences. 
. Nervous heart disturbances due to exogenous toxic influences. 
. The nervous attacks of patients with heart disease. 

. Nervous palpitation. 
. Paroxysmal tachycardia. 


The “purely psychogenetic” disturbances he considers 
result from “primary groundless fear of any origin what- 
ever.” 


The endogenous influences mentioned are caused by the 
thyroid and other endocrinous glands as well as the dis- 
tention of the colon. 


Tobacco and alcohol are named as the exogenous toxic 
influences. 


The nervous attacks of patients with heart disease he 
subdivides into five (a) attacks of simple weakness, (b) 
attacks of steno-cardia, (c) attacks of fright and anxiety 
on going to sleep, (d) attacks of humid asthma or edema 
of the lungs, (e) attacks of tachycardia. Numbers 5 and 6 
remain the same as his previous 3 and 4, respectively. 


Two years later, in 1913, no change was made, but in 
1926, “Bradycardia” was added as a seventh subgroup. 
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The group of symptoms described in the fourth head- 
ing are associated with myocardial failure and degenera- 
tion but in the light of our present knowledge they can 
not be considered as neuroses. 


The “tachycardias” were not analysed or described in 
detail even in the edition of 1926 as they might have been 
in view of the knowledge of those mechanisms as eluci- 
dated by the electrocardiograph. 


Under date of 1910 Sir Clifford Allbutt writes in the 
System of Allbutt and Rolleston, under the “Functional 
disorders of the heart,” that: “In health the disturbances 
are rhythmic, harmonious, controlled; in functional dis- 
eases they are arrhythmic, uncontrolled :—the going sys- 
tem halts or staggers, but not beyond recovery ;” and he 
proceeds with the inquiry: “Is there a man so stoutly knit, 
whose inhibitory nerves are so powerful and alert, that 
in passion or ‘twixt doubtful fear and feeble hope’ he 
has never felt his heart climb into his throat? Thus func- 
tional diseases of the heart are familiar to all.” 


In a recent text book of medicine there is a group of 
“symptomatic disorders of the heart,” which are defined 
as “not associated with any demonstrable cardiac disease. 
The most important of these are palpitation and cardiac 
pain, both of which are very common, and are referable 
to a number of causes, such as disorders of the nervous 
system, infections and various forms of toxaemia. These 
symptoms may also be manifestations of organic heart 
disease, and differentiation between the functional and 
organic conditions is not always easy.” 


After describing palpitation as “an irregularity usually 
due to premature contractions,” mention is made of “heart 
pain” and the “irritable heart.” 


Some authors employ the term “effort syndrome” ‘as an 
associated or complicating diagnosis with structural path- 
ology, and as a separate diagnosis also use “irritable 
heart,” but most authors, however, use the terms effort 
syndrome, irritable heart and neuro-circulatory asthenia 
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as synonymous. Also “functional systolic murmurs” is 
used as a diagnosis. In these ways the conception of 
neurosis is avoided. 


The long lists of conditions quoted from text books and 
authors have quite properly dwindled by the elisions re- 
sulting from advancing knowledge. The absence of dis- 
coverable structural changes seems to have been the only 
guiding principle. It is indeed timely that the contacts 
of both psychology and cardiology should be discussed 
more frequently and in greater detail, for as the autocrat 
says in “The Deacon’s Masterpiece” : 

“Little cf all we value here 
Wakes on the morn of its hundredth year 
Without both feeling and looking queer.” 


The emotional state of the nervous system and its rela- 
tion to the pathologic physiology of the heart has been 
completely ignored. The lists of terms describing rates 
and rhythms, so-called functional, symptomatic and me- 


chanical disorders still omit to ascribe a name to or define 
that group of rather frequent disorders of the heart ac- 
tion, in the pathogenesis of which the intensive action of 
the psychic part of the nervous system predominates. 


“In view of the demonstrated reactions of the mind to 
conditions of environment, used in its broadest sense, it 
appears justified to connect them with the heart disorders 
which occur so frequently with the emotions as the etiologi- 
cal factor. From work done by psychologists and psy- 
chiatrists it seems justified to point out that it is an 
unhappy status of mind due to unfulfilled desires and 
conflicts that sets the stage, or conditions the onset of a 
cardiac disturbance, as one way of escape from unhappy 
situations or as an offensive in the accomplishment of a 
much desired objective.” 


Since then the emotional disturbance acts through the 
physiological mechanism of the sympathetic system and 
the structure of the heart is not damaged, if it is to be 
considered as a biological reaction, a working formula 
might be phrased as follows: 
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II. DEFINITION 


A car¢ciac neurosis is a disorder of the physiologic ac- 
tion of the heart produced by an emotional reaction of the 
patient without inherent, characteristic structural change. 


It is the invisible, intangible and impalpable reaction 
of the mind, effecting disturbances of cardiac physiology, 
possibly by changes chemical in character, as contrasted 
with the known and ponderable changes of structure as 
effected by processes of disease, viz., inflammation, de- 
generation and the production of new tissue. 


Experimental work has been done which suggests that 
certain substances acting upon the heart can produce a 
critical state of the heart muscle under which condition 
it will react to stimuli in a very different way than when 
the critical state does not exist. This conception assumes 
the principle that one physiological derangement must 
exist before another stimulus will be effective to produce 
the abnormal reaction. Thus the patient with a neurosis 
of the heart must have had some psychical disturbance or 
conflict of sufficiently long duration to set the stage, or 
conditions, for an apparently unrelated event of emo- 
tional character to start an abnormal mechanism in the 
heart. 


The new mechanism may be initiated in a heart pre- 
viously undamaged or it may complicate the action of a 
heart already structurally damaged by disease. Of itself 
it adds no disease process, it produces no structural 
change of pathology, it produces only a physiological de- 
rangement of action. 


The disorder will manifest itself in phenomena of 
rhythm, rate or sensation as may result from the action 
of other etiologic agents whether endocrinous, chemical, 
thermal or bacterial in origin. 


Its onset may complicate the clinical picture of a heart 
with anatomic damage and render difficult the differentia- 
tion between the symptoms due to structure change and 
those of the abnormal physiology. 
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III. INFLUENCE OF EMOTIONS 


Emotions may be described as the reaction of the indi- 
vidual to external events when interpreted by that indi- 
vidual’s intellectual capacity and personality. The type 
of reaction will depend upon the desires of the individual 
and the environmental condition affecting the struggle 
for satisfaction. 


There are certain basic emotions which may act—Com- 
bat (anger) escape (fear) repulsion (disgust) parental 
(tender emotion) appeal (distress) curiosity (curiosity) 
submission (feeling of subjection) assertion (elation) 
pairing (lust) social (feeling of loneliness) food seeking 
(appetite) acquisition (feeling of ownership) construc- 
tion (feeling of creativeness) laughter (amusement). 


It is the circumstances of the environment, of the heredi- 
tary stuff, of the geographical position, of the educational 
attainments and even of disease that often determines the 
failure or fulfillment of legitimate human desires. Desires 
which may not have been formulated even in the conscious 
thought or words but the failure of achievement may be 
attended by conflicting emotions as poignant and keen as 
if the wish had been expressed. 


The accomplishment of some desire may require build- 
ing an offensive over a long period of time and then the 
neurosis becomes a substitute, an explanation and an asset 
(Casamajor). 


IV. TYPES oF PHENOMENA 


Types of phenomena produced by emotional conflict— 
simple acceleration; premature contractions, auricular, 
ventricular; paroxysmal tachycardia, auricular, flutter, 
fibrillation, ventricular; sensations, consciousness of ac- 
tion of the heart, pain—precordial. 


The definition seems to me properly to exclude from 
consideration effort syndrome, irritable heart, neuro-circu- 
latory asthenia, which may be accepted as descriptive 
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synonyms of a condition in which the probably hereditary 
circulatory deficiency is only part of a general, multiple, 
systemic instability—or pathologic constitutional entity 
(Warthin). 


ETIOLOGY 


To discover the pathogenesis or causal conditions will 
require the tactful, patient, skillful detailed inquiry as to 
the physical and social conditions at the time of the onset; 
the understanding of the emotional history of the family 
and individual; of the social and financial status before 
and anticipated; of the marital and sex-conditions as they 
are and have been, and of the possible defensive or offensive 
needs of the situation from the point of view of the patient. 
Prolonged illness or sudden injury may be the precipitat- 
ing cause. Ignorance of what constitutes disease of the 
heart and fear of the unknown may cause profound dis- 
turbance and depression. Prolonged intimate daily con- 
tact with those suffering from terminal failure of the heart 
may set the conditions. Parental or professional sugges- 
tion of a diseased heart may be effective in producing con- 
ditions of fear and abnormal cardiac reactions. 


Toxic substances of tea, coffee, tobacco and alcohol in 
regular or irregular doses may act to render the heart 
more sensitive to the emotional struggle. Mechanical con- 
ditions such as distending stomach, or colon, and the ac- 
cidental escape of air or gas into the abdominal cavity 
through the uterine tube during a test for patency may 
precipitate an unusual mechanism. It may not be easy 
to recognize the emotional factor in these mechanical dis- 
comforts but ignorance, surprise and fear may be the cor- 
related emotional stimuli of the sympathetic system. 


V. SYMPTOMS 


The nerve supply of the heart consists of two sets: first, 
the vagus which slows or stops the heart beat and second, 
the sympathetic or accelerator which increases the rate 
and augments the action. These two systems when acting 
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on a viscus are antagonistic—one or the other controls. 
The so-called depressor nerve may be some afferent fibers 
in the vagus which, under pathological conditions, may 
convey painful sensations. As yet there is only the sug- 
gestion from experiment that the conditioned reflexes ex- 
plain why premature contractions or tachycardia, result 
from emotional states. 


With vagal and sympathetic disturbances there may be 
altered rates, rhythms and sensations, whether arising 
from digestive tract or circulatory system disorders. The 
mere inflation of the abdomen may cause tachycardia. The 
same type of changes may occur with endocrine disorders 
—thyroid, gonad or adrenal. 


Symptoms are the result of modification of structure, 
size, shape or position, or of function together with the 
reaction of the protective mechanism of the individual 
which may be disagreeable subjective sensations. 


Hans Dreisch has shown the well known relation be- 
tween certain conscious phenomena and the vital pro- 
cesses. Pawlow has shown that hunger and the smell of 
food may have a sequence in the secretion of saliva and he 
has demonstrated that the tone of a bell may cause the 
flow of gastric juice and other conditioned reactions. It 
is common knowledge that emotions and suggestion, or 
auto-suggestion, can and do accelerate the heart rate, 
which is assumed to be a result of stimulation of the 


sympathetic system. 


The subjective sensations are described by the patient 
in terms of the individual intelligence and culture—a 
knowledge of these feelings is essential to the physician 
for a due appreciation of their place and importance in 
the clinical syndrome and the inquirer should phrase the 
questions so thoughtfully and in such simple language 
as not to suggest the character of the answer. Beware of 
the question with an entangling implication. 


The patient may complain of one or several symptoms— 
simple consciousness of the heart action, or a full, burst- 
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ing or constricting sensation with or without acceleration 
of the heart rate. Dizziness, giddiness, faintness, choking 
vr gripping sensation of the throat, often swallowing and 
belching air may be described. Occasionally breathless- 
ness on slight exertion, very rarely dyspnoea. Sweating 
may be profuse and disagreeable tremor may be unnoticed. 
Rather slight exertion may produce the sensation of fa- 
tigue sometimes quite profound. Occasionally pain is 
complained of as located in the precordium and only care- 
ful repeated observation and interrogation will differen- 
tiate it from the pain of coronary disease. Even the blood 
pressure may be unstable, too high or too low. Such symp- 
toms may suggest also disease of the nervous or endo- 
crine system, an anaemia, a myocardial degeneration, or 
the effect of a toxic agent. 


VI. PHYSICAL EVIDENCE 


Absence of the usual results and symptoms of structural 


damage or failing heart. Presence of one of the various 
types of arrhythmias, usually of paroxysmal onset. Often 
accompanied by a diffuse, vigorous action of the heart. 


During the physical examinations it is important not 
to introduce new suspicions or suggestion of disease and 
at the same time to be so systematically thorough as to 
inspire confidence that all has been done that should be 
done. This will aid, too, in giving weight to the opinion 
expressed after completion of the examination. 


VII. DIAGNOSIS 


The student of medicine is subjected to the possibility 
of an inhibition as often as he is introduced to the con- 
sideration of diseases of the heart by observing hospital 
patients with advanced organic damage or patients in the 
late stages of cardiac failure. These patients often are re- 
admitted onee or twice and then come to necropsy. The 
gross or microscopic pathologic findings often impress the 
observer and suggest that structural changes are essential 
to even physiologic disturbances; that murmurs accom- 
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pany all heart disease and indicate the onset of congestive 
failure and a rapid course to the necropsy table. This 
early experience with terminal congestive failure often 
makes it extremely difficult later for the more experienced 
practicing physician to recognize the part the emotions 
play in cardiac physiology. 


The post war advances in knowledge and popular in- 
terest in psychology have directed attention to the impor- 
tance of psychic states in the life of the individual. Since 
the disorder is one of the regulatory mechanism the fail- 
ure will be of this and not of the mechanical or struc- 
tural system. If the disorder occurs after a structural 
damage there will be the combination of the two but in 
any event there will be an illogical or bizarre group of 
symptoms when compared with reactions incidental to the 
often seen failure of the myocardium. 


In arriving at a diagnosis it is necessary, first—to ana- 
lyze the separate symptoms, then make a physical exam- 
ination to discover the structural state and finally make 
an experimental test of the individual functions to dis- . 
cover deviations from normal; second—it is necessary to 
synthesize the findings into a syndrome fitting the path- 
ologic physiology and indicating the pathogenesis. 


VIII. PROGNOSIS 


In its broadest aspect, prognosis is the answer the pa- 
tient desires and about which he questions himself and 
may not question the physician, for the questions are not 
always consciously or verbally expressed. 


If suspected of having heart disease—Have I, or have I 
not “heart disease,” “angina pectoris,” “arteriosclerosis,” 
“hardening of the arteries?” 


If he has some cardiac defect—Am I going to die, or am 
I going to get well or be “cured?” Shall I be ill a short 
or a long time? Shall I suffer pain or die suddenly? Shall 
I be permanently crippled? Will my earning capacity be 
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affected? Shall I change or lose my job? Must I assume 
financial debt? Can I afford to be ill? 


The replies to the patient should state the facts in such 
a way as to answer these questions and at the same time 
inspire courage, hope and assurance that all will be well. 


IX. TREATMENT 


Exclude tea, coffee, tobacco, alcohol, sexual excitement. 
Rest, regular hours, ten hours in bed. Regular meals. 
Hydrotherapy—bath, tepid, vigorous coarse towel. Pre- 
scribe exercise—diverting, graduated and _ increasing 
amount, especially for those with acceleration, palpitation, 
premature contractions—a safe and sure way of inspiring 
confidence in the patient’s self. Drugs for brief period 
only such as mild hypnotics, the bromides, or pheno- 
barbital. Exclude opium and digitalis. They should not 
be administered, except as needed to alter or control the 
cardiac mechanism. 


As to surgery—Gordon has stated concisely: “No re- 
moval of tissue or organs, no artificial correction of dis- 
turbances, however accurately or skillfully they may be 
done, will succeed in making a psycho-neurotic discard his 
fixed ideas, his hypochrendriasis, his abulias, his fears or 
his obsessions.” But skillful, technical analysis may in- 
dicate the rational therapy which will assist effective 
illumination to do its work. 


Be sympathetic in manner of approach and relations. 


It is most important how a thing is said rather than 
what is said and how a thing is done rather than what is 
done. 

Gain intelligent coéperation through frankness, under- 
standing and confidence. 

Give assurance of no danger. 

Do not vacillate. 

Foster favorable emotions and 

Avoid unfavorable emotional reactions. 
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Make favorable suggestions and 
Avoid adverse suggestions. 
Build up a favorable sentiment, courage, hope. 
A few cases are cited to illustrate some of the types: 


X. CASES 


1. Woman, age 45, single—difficult home conditions— 
brother with advanced arteriosclerosis and intermittent 
claudication. Attacks of vigorous palpitation and irregu- 
larity due to auricular extra systoles. Worse if lying 
down—relieved by regular recreational exercise in open 
air away from home. 


2. Man, age 40—hard working, long hours of applica- 
tion, financially and socially ambitious—very unhappy in 
marital relations. Each morning 11 A. M. skipping of 
heart beat and conscious of pause following premature 
ventricular contractions. Time of day associated with 
period of gastric hyperacidity. Coffee and tobacco in- 
creased attacks. Legal separation and divorce and sub- 
sequent marriage to wealthy woman relieved the neurosis. 





3. Young woman, age 20, given to extravagant uses of 
coffee, cigarettes and liquor—during violent emotional 
controversy with her mother in presence of a lover sud- 
den onset of paroxysmal auricular tachycardia—relieved 
by pressure on cervical vagi. 


4. Mother, at age 55, chronically enlarged tonsils and 
gallbladder, emotional and profoundly religious and stub- 
bornly bigoted—in altercation with son as to his manner 
of life—sudden onset of paroxysmal fibrillation relieved 
by rest and digitalis and living apart from son. A second 
attack precipitated by disagreement with daughter-in-law, 
wife of second son. 


5. Man, age 35, hard physical labor—deeply interested 
in a new thought religion—under emotional state brings 
on paroxysmal ventricular tachycardia. Seen in four @if- 
ferent attacks all precipitated by emotion conditions. Al] 
relieved by rest and digitalis. 
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6. Man, age 35, wife chronic invalid, found companion- 
ship in wife of another man who was helpless invalid. Had 
attacks of vertigo on street. Excuse for companionship. 
Later breast pain on beginning to walk but, as one method 
of meeting his mistress was walking, pain always left if 
he continued to walk. Removal of all intervening difficul- 
ties and later accomplishment of desires attended by com- 
plete relief. 


In this short description I have presented some of the 
salient features of pictures met in everyday practice with 
cardiac patients, which deserve serious consideration by 
the psychologist and sociologist, as well as by the internist. 





MEDICINE IN INDIA* 


Sm Wituam J. Wan tess, K.B.E., K.I.H., M.D., F.A.C.S. 
Glendale, California 
Ex Physician in Charge 
American Presbyterian Hospital 
Miraj, India, Retired 


I appreciate the honor conferred upon me as expressed 
in the invitation of your secretary to address this section 
of the Academy on the subject of Medicine in India. 


I value the privilege accorded in-as-much as it evinces a 
sympathetic interest on your part in the Medical Service of 
a nation that amid political upheaval and communal con- 
flict is striving to keep pace with professional progress of 
the West where less distracting conditions prevail. 


The limitations of this paper will not permit a scientific 
discussion of diseases peculiar to India, other than the men- 
tion of some of the conditions which underlie the preva- 
lence of disease, having unusually high incidence and de- 
vastating mortality. 


As a prelude to the general subject of medicine in India, 
it may not be out of place if I present a summary of the 
medical forces at present operating in that vast and pop- 
ulous country. First of all then as to Organized Medical 
Relief among India’s 320 millions of the civil population 
(to be concise 318,942,480 according to the last (1921) 
census), the following medical services obtain in India. 


THE INDIAN MEDICAL SERVICE. 


This constitutes the principal government department 
of medical relief and public health. The I. M. S. is made 
up of commissioned British medical officers appointed 
through the India Office in London. The service is supple- 
mented by a large corps of subordinate medical officers 
recruited and appointed in India, who are graduates of the 
Indian medical colleges and medical schools. This entire 


* Delivered before the Section of Historical and Cultural Medicine, 
November 13, 1929. 
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service is eligible for military duty in time of war. The 
total number employed in this service by the Government 
is 302. 


The officers of the India Medical Service direct the med- 
ical administration of the Provinces, provide teachers for 
the medical colleges and serve as civil surgeons in charge 
of the more important districts in each Province. The serv- 
ice has produced a number of devoted and brilliant inves- 
tigators of international reputation. In the research de- 
partment a staff of seventeen British workers is maintained 
with an ample corps of associated assistants engaged in 
research work. During 1927-28 some sixty-six important 
investigations were carried out; and the Government ap- 
propriated $240,000 for the purposes of this department. 
British medical officers are gradually being supplanted 
by Indians in anticipation of prospective self-government. 


THE RoyaL ARMY MEDICAL Corps, R. A. M. C. 


This service is concerned only with the British Army, 
foreign and native, numbering 55,000 British and 133,000 
Indian soldiers. 


WoMEN’S MEDICAL SERVICE 


This service is for women in India, is of recent origin 
and is conducted under the National Association for sup- 
plying medical aid by women to the women of India (for- 
merly the Countess of Dufferin Fund). This organization, 
controlled by the government, numbers 22 British trained 
female medical officers, 22 Indians or Anglo-Indians, 
trained, for the most part, in India. There is a very large 
percentage of the women of India that can be cared for in 
sickness only by women doctors particularly in the cen- 
tral, northern and eastern provinces, where the purdah sys- 
tem is relatively most rigid and mortality statistics are 
highest among women for the same reason. Infant mor- 
tality is appalling and maternal mortality higher than in 
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most other countries especially in the great cities. Accord- 
ing to health report for 1924 of the Public Health Commis- 
sioner with the Government of India, the maternal death 
rates in confinement cases varied from 1.0 per 1000 in 
Rangoon, Burmah, to 48 per 1000 in Parorrn. In the 
Calcutta Health Officer’s report the rate given was 18.0 
per 1000. In Bengal from 1919 to 1925 the rate given was 
12.2 and in Bombay for 1924 it was 16.7 per 1000. 


These figures for reasons given elsewhere are not very 
reliable. 


MEDICAL MISSIONS 


In Medical Mission Service there are 270 foreign and 
212 qualified Indian physicians on the combined staff of 
mission hospitals throughout India. To these might be 
added a total nursing force of 369 foreign nurses and 516 
trained Indian nurses. Medical Missions are conducted 
under the auspices of the various evangelical churches car- 
rying on Mission work in India. This service is supported 
by the contributions of foreign church organizations, by 
the local gifts on the field and by government grants-in- 
aid. The foreign workers’ salaries are contributed by home 
boards or missionary societies having missions in India. 


To the foregoing organized Medical Service should be 
added the private practitioners, national and foreign, re- 
siding mainly in the large cities and towns, and an indefi- 
nite number of qualified and unregistered practitioners. 
There are registration laws, enacted in 1912, but in-as- 
much as there is no law in India compelling the registra- 
tion of physicians in order to practice, the precise number 
of qualified practitioners is not ascertainable, since many 
practicing physicians do not register. 


Mention might be made also of a considerable number 
of private practitioners of the Unani and Ayur vedic sys- 
tems with a few recognized schools in Bombay, Calcutta, 
Madras, and in some of the other large cities. 
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There is an innumerable company of the Hakims and 
Vaids whose training is mainly a matter of heredity. These 
men possess no knowledge of the foundation sciences of 
medical practice, i. e., chemistry, physiology, anatomy, etc. 
Their knowledge consists of an acquaintance with the 
therapeutic action of some of the indiginous remedies, 
fruits, herbs, leaves, roots, and on occasion, common Eng- 
lish medicines such as soda bicarbonate, potassium iodide, 
belladonna, cannabis indica, mercury, arsenic, nux vomica, 
opium, which are available on purchase in the bazaars of 
the cities and towns over the country. 


MEDICAL INSTITUTIONS 

The hospitals, dispensaries, and medical schools—these 
are enumerated (census 1921) according to (a) those in 
British India, containing (1) those in the nine Governor’s 
Provinces or Presidencies and three other outlying Prov- 
inces; (2) the Indian States under Indian rulers. The 
former contains an area of 1.094,300 square miles, 61 per 
cent of the whole area and have a population of 247,942,- 
293, or 77 per cent of the whole. The Indian States rep- 
resent an area of 711,032 square miles or 39 per cent of the 
whole, and a population of 71,939,187 or 23 per cent of the 
whole population of India. To provide for this great mass 
of humanity the qualified doctors are distributed as fol- 
lows: 

Doctors 


For each 100,000 persons in British India the distribu- 
tion of doctors varies according to the location and acces- 
sibility of the province. In the Governor’s Provinces or 
Presidencies the ratio varies from one doctor to 4761 as 
in the Bombay Presidency, to one in 35,714 in the Central 
Provinces where the square mile area to the population is 


greater. 
MEDICAL INSTITUTIONS AND HOSPITAL BEDS 


For each 100,000 of the population in the nine Gover- 
nor’s Provinces there are 2.6 institutions as a maximum, 
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in Bombay Presidency, to .5 institutions for every 100,000 
in Assam. The Punjab has one medical institution to every 
100,000 of the population. The three outlying Provinces, 
owing to their larger area and comparatively sparse pop- 
ulation, have a maximum of 11.25 medical institutions to 
each 100,000 of the population. 


NATIVE STATES 


In the Indian States statistics are less completely kept 
than in British territory. Of medical institutions in these 
states there is a total of 736 hospitals and dispensaries, or 
2.29 medical institutions to each 100,000 of the population 
in the seven principal Indian states for which statistics 
are available and representing 32,079,919 or about 30 per 
cent of the total native state population in these states. For 
the same institutions on a basis of fifty beds to each insti- 
tutions there could be 11.4 beds to every 100,000 of the 
population. 


Throughout the whole Indian Empire there is approxi- 
mately one qualified doctor to 25,000. In the large cities 
the proportion is very much higher. For example, in 1927 
in the city of Madras with a population of 526,000 there 
were 629 doctors practicing, or one to every 840 persons; 
at the same time in the Madras Presidency with a popula- 
tion of 42 millions there were 2389 qualified doctors or one 
doctor to 17,580 persons. This is probably a fair average 
for other Presidency cities. 


REASONS FOR OVERCROWDING OF PHYSICIANS IN THE CITIES 
AS COMPARED WITH THE PavucitTy or Doctors 
IN THE RURAL AREAS. 


In a word, it is poverty and consequent low order of 
social life, in the village areas. The educated doctor with- 
out an altruistic purpose finds life in an outlying village a 
boredom, for the reason that economically and socially, life 
there has very little attraction for such as he; and this in 
spite of forty thousand miles of railway and the rapidly 
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increasing rural motor services connecting villages and 
cities. 

India is largely an agricultural country; 90 per cent or 
286 millions of the population in British India are agricul- 
turists living in 700,000 villages; the average village 
containing 375 persons. And herein lies one of India’s 
greatest medical problems. Although disease is rampant 
in the cities and large towns they have abundant medical 
aid with doctors clammering for practice; while in rural 
India 75 per cent of the inhabitants have practically noth- 
ing; certainly nothing that can be called even remotely ade- 
quate medical aid. 


To secure even the vital statistics in rural India is itself 
an enormous task; and at best the reports are unsatisfac- 
tory and unreliable, due to the fact that in these rural 
areas the vital statistics are based on statements of ignor- 
ant village officers whose information concerning disease 


prevalence and mortality is, in most instances, acquired 
from statements of the people themselves who make their 
own diagnoses. Patients suffering from febrile diseases such 
as pneumonia, relapsing fever, enteric, tuberculosis, septi- 
cemia, and other infections, and not infrequently plague, 
are reported as “simple fever.” Similarly patients suffer- 
ing from dysentery, enteric, cholera or Banti’s disease may 
be reported as “diarrhea.” According to the Director of 
Public Health in Bengal, 25 per cent of the deaths go unre- 
corded. 


High mortality in the cities is a part of the medical 
problem that can be solved only by publicity, education 
and sanitary reforms. 


As ruralism in India connotes paucity of medical relief 
on the one hand, so urbanism (if I may coin a convenient 
term) spells disease prevalence at the maximum. Bengal 
is the most highly congested province in India with 46 
million inhabitants. Col. C. A. Bentley, Director of Pub- 
lic Health in Bengal, recently in a public address in Cal- 
cutta disclosed the following rather startling facts. “The 
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total annual mortality in Bengal from all causes is approx- 
imately 1,500,000 or over 31 per 1000 of population. Half 
this number, or 75,000 deaths, occur among children under 
fifteen years.” According to Col. Bentley one-fourth of 
this mortality is due to preventable diseases. .Cholera and 
malaria are responsible for 470,000 deaths annually. 
Enteric has a death rate of 50,000 to 100,000, varying in 
different years. The mortality from tuberculous is approx- 
imately 100,000 annually. Among the startling features of 
Col. Bentley’s report is the fact that 55,000 newly born 
babies die annually of tetanus, the result mainly of ignor- 
ance, uncleanly habits and the unsanitary practice of the 
untrained dhias or native midwives. 


According to the report of the Calcutta Health Officer, 
we find that for every boy between the ages of 15 to 20 
years who dies of tuberculosis, there are six deaths from 
the same disease among the girls. This officer referring to 
this unnecessary mortality declares: “I am convinced that 
it is the retention of the Purdah system in the densely pop- 
ulated gullies of the congested cities that dooms so many 
young girls to early death from tuberculosis.” (In the 
Purdah system the Zenana in order to secure absolute 
privacy is usually located in the center of the dwelling 
where the admission of light and adequate ventilation is 
a practical impossibility. ) 

For the city of Calcutta the City Health Officer’s report 
deals almost exclusively with deaths. “Assuming there 
are four or five cases living for each death registered, there 
are probably about 10,000 living cases of tuberculosis at 
any given time in the city of Calcutta, or one in every 132 
of the population.” 


I would say from personal experience that Bombay 
should be placed in the same category with Calcutta. 


OTHER MEDICAL INSTITUTIONS 


In addition to the regular hospitals and dispensaries 
three classes of institutions exist. They are the Leper 















112 BULLETIN of the NEW YORK ACADEMY OF MEDICINE 


Asylums, Tuberculosis Sanatoria and the Mental Hospitals. 
Of the Government Leper Asylums fifty are maintained by 
the British Government, and eight by Indian States. These 
institutions are under direct care of the Government Sub- 
ordinate Medical Service. The Leper Mission, known as 
the Mission to the Lepers in India, and the East, is sup- 
plemented by a substantial branch organized in the U.S. A. 
and known as the American Mission to the Lepers. This 
combined organization maintains fifty-two Leper Asylums, 
thirty-seven of which are supported wholly and fifteen in 
part by the Leper Mission. In the Leper Mission institu- 
tions there are eight residential European doctors, and 
twenty-three Indian residential doctors; thirteen European 
doctors and fourteen Indian visiting doctors. The number 
of lepers reported as treated in the Leper Mission institu- 
tions in 1928 was 6986. In addition the Mission maintains 
thirty-nine homes for the untainted children of lepers, in 
which there are collectively 815 inmates. Most of these 


asylums are superintended by clerical missionaries, the 
professional service being carried out by subordinate In- 
dian doctors. 


The reports from the Indian state asylums and from 
some of the British Government institutions are very 
incomplete. 


The census of 1921 gave the number of lepers in India 
as 102,513. This is probably below the actual number 
since many early cases are concealed or undiagnosed. Re- 
ferring co the number of lepers in India Dr. S. E. Muir, 
special leprosy research worker in the School of Tropical 
Medicine in Calcutta says: “We think it would not be an 
over-estimate to put down the number of lepers in India 
as somewhere between a half and one million.” In some 
districts, in which a census was made by the Leprosy Relief 
Association, the incidence of leprosy was four or five times 
that given in the government census of 1921. 


The British Empire Leprosy Relief Association organ- 
ized under the patronage of H. R. H. the Prince of Wales. 
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and the Viceroy of India, as chairman, has raised an 
endowment fund of £150,000, which is being used for the 
work of research, the training of special doctors and main- 
tenance of institutions for the special treatment of leprosy. 
A vigorous campaign is in progress with the object of ulti- 
mately stamping out the disease. 


The Indian Council of this organization in 1926 issued 
a “Memorandum on the methods of conducting the anti- 
leprosy campaign in India.” This document sought to 
bring out the following main points, which according to 
the latest scientific researches should be the base upon 
which al] efforts ultimately to eradicate leprosy must rest, 
namely: 

(1) Pauper lepers form only a small fraction of the 


leper population, and the disease is common among all 
classes of the community. 


(2) Segregation is not the most appropriate method of 


dealing with lepers for 


(a) financially the segregation of all lepers would be 
impossible ; 

(b) any attempt to impose forcible segregation would 
drive patients, particularly those who are suffering with 
the first stages of the disease, to conceal their misfor- 
tune, and as has been the case where such means have 
been adopted, only the more advanced and obvious lepers 
would be segregated. 


(3) The majority of the advanced cases are the most 
highly infectious and are less amenable to treatment, while 
the early stage cases in which the disease has made but lit- 
tle outward manifestation, can be controlled by treatment. 


(4) The strongest hope of stamping out the disease lies 
in providing facilities for the treatment of early cases. 


The India Council, therefore, while it did not desire to 
minimize the usefulness of homes and asylums for the care 
of lepers, strongly recommended that the efforts of the Pro- 
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vincial Committees should, for the present at least, be con- 
centrated upon the establishment of dispensaries to serve 
the following objects: 


(a) To induce patients to come forward at an early 
stage in the hope of recovery instead of hiding their 
malady till it becomes more advanced, more infectious 
and less remedicable; and so 


(b) To shut off the sources of infection as the number 
of infectious cases will continually tend to diminish and 
the opportunities for infecting the next generation will 
become fewer. 


The Provincial Committees have placed the training of 
special doctors for the proper diagnosis and treatment of 
the disease, in the forefront of their programmes. 


A general appeal for funds was made on the formation 
of the Indian Council and closed in January, 1926. Reali- 
zations produced Rs 20,000,000 ($700,000). This was in- 
vested and forms the capital of the Association. The 
latest report of the Indian Council shows that its work is 
vigorously being prosecuted, and shows that scientific re- 
search is continually illuminating the general problem and 
that the beginnings of genuine progress towards the eradi- 
cation of leprosy in India are being made. One of the first 
particular tasks to which the Council has directed itself 
is the discovery of the extent of prevalence of the disease 
in India. The method of inquiry adopted is to establish a 
treatment centre in a leprous district and to approach the 
census problems there through the offer of treatment. The 
survey was experimentally begun in Manbhum district of 
Bihar and Orissa, then in the Bankura district of Bengal 
and thereafter in three areas in the Sonthal Parganas in 
the same part of India and later still in the Chin Hills, in 
Burma. 


“In the first three districts the incidence of leprosy was 
found to be between four or five times that given by the 
Government census figures, but it cannot be claimed that 
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even this survey has revealed the total incidence, as second 
visits to certain villages generally resulted in the discovery 
of even more cases. . . In one high school 11 cases of leprosy 
were found among 300 boys.” The Council deduce that 
there are at least half a million people in India suffering 
from leprosy. It was discovered in one area of the Sonthal 
Parganas surveyed that: “Hiranpur has 1,197 lepers per 
100,000 of population: out of 163 villages 106 were found 
affected with leprosy.” 


Recently special outdoor leper departments have been 
established in connection with existing dispensaries 
throughout the country. In these the newer treatment by 
the hypodermic method is in use with encouraging results 
Results, however, are likely to be less satisfactory in out- 
door dispensaries where exercise and dieting cannot be 
properly controlled. Segregation for the entire leper pop- 
ulation would, on the other hand, be financially impossible 
at the present time. 


TUBERCULOSIS SANATORIA 


The Government maintains six sanatoria, three of them 
are located in Indian states with several more in con- 
templation. There are six sanatoria conducted under Mis- 
sion auspices with others in anticipation. The largest and 
most comprehensive sanatorium in India is the Union Mis. 
sion Sanatorium at Arogyavaram in the Madras presi- 
dency, which contains 180 beds. This institution is a model 
one and is conducted as a union organization in which 
fourteen different missions unite. Five other missions 
maintain sanatoria in different parts of the country. There 
are also a few private institutions. The total number is 
very inadequate judging from the waiting lists and appli- 
cations for admission. Tuberculosis is rampant in many 
of the large cities, the result of poverty, overcrowding, the 
purdah system among females, and the unsanitary sur- 
roundings of the city homes. According to Sir Leonard 
Rogers there are, excluding malaria and tropical fevers, 
“more deaths from tuberculosis in Calcutta than from any 
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one of the so-called tropical diseases.” The Health Officer 
in Calcutta estimates 10,000 tuberculosis patients in that 
city. The large cities have become clearing houses for 
tuberculosis from which the disease is spreading to the 
rural areas. 


Village people accompanied by their families are at- 
tracted to the cities in search of employment in the cotton 
and jute mills or flee from their villages to the cities dur- 
ing outbreaks of plague and other epidemic diseases. In 
the cities they live in the already overcrowded chawls; 
later, on return to their villages, many of them are the vic- 
tims of tuberculosis, who in turn infect other occupants of 
their homes. The disease is notably common and undoubt- 
edly on the increase throughout India. 


MENTAL HOSPITALS 


The insane population of British India numbers 88,305 
or 3 in every 10,000 of the population as compared with 
40 insane persons to every 10,000 in Great Britain. There 
are 20 insane asylums in British India and Burmah. It 
would probably be true to say that there is but one mental 
hospital in all India that makes any pretense of keeping 
up-to-date as regards organization, staff and equipment. 
This is the mental hospital for Europeans located at Ran- 
chi. There are six central mental hospitals for Indians 
under the care of a full time civil surgeon, who is usually 
an alienist. The remaining 13 are in charge of the dis- 
trict civil surgeons who have other duties engaging their 
attention. 


In the Indian States, with the exception of Mysore, the 
insane are cared for in the common jails and all are over- 
crowded. In Bengal with 46 million people there is no 
mental hospital. Insane Indian patients from this Prov- 
ince are sent to the Mental Hospital for Indians in the 
adjoining province. 


There is woeful indifference and apathy on the part of 
the Indian public towards psychiatry and cognate interests. 
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As evidenced by the lack of any institution for the care of 
and treatment of the mentally defective, the feeble minded, 
and the epileptic population. The Indian year book for 
1929 says: “There is still a lamentable failure everywhere 
to appreciate the intimate association of crime with men- 
tal disorder and the extreme paucity of medical men 
throughout the whole of India with any real knowledge of 
mental diseases leaves the decision of questions involving 
law terms and responsibility in crime in the hands of med- 
ical men who are in no sort of sense experts.” In other 
words, the current ideas both as regards the theory and 
practice of dealing with insanity and crime in India can 
only be described as “archaic” according to this authority. 


BIRTH AND DEATH RATES FOR 1926 ¢ 


In 1926 the birth rate in British India was 34.77 per 
mille and the death rate 26.76. In the same year the in- 
fantile death rate was 188 per mille, an increase of 15 
over 1925. The comparable death rates for other coun- 
tries in 1926 were: Canada 102, U. S. A. 73, England and 
Wales 70, Japan 166. 


Of the total mortality in British India 24.6% occurred 
during the first year of life, the corresponding figure for 
England and Wales was 10.7%. 


In 1925 India’s birth rate was nearly twice that of Eng- 
land and Wales, 3 times that of New Zealand. The infant 
mortality was 214 times that of England and Wales, 414 
times that of New Zealand. 


Government statistics for rural areas are less reliable 
than those in the cities, for the reason that in the villages 
vital statistics are gathered by ignorant village officers or 
the police, persons who are often incapable of making ac- 
curate reports. Such statistics for rural areas must there- 
fore be regarded as only fairly approximate, especially as 
regards epidemic disease. 


In many of the large cities and towns the death rates 
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during the first year of life are not infrequently much 
higher than those given above, i. e., in Poona for example, 
it is 590 per thousand, Cawnpore 495, Rangoon 342. While 
maternal deaths vary between 5.5 per mille in rural areas 
to 12 per mille in cities. 


The following mortality record of prevalent diseases is 

taken from the government records for 1925: 
Cholera 15,645 cases 

Smallpox 85,886 “ 
117,717 “ 
Dysentery and Diarrhea 208,412 “ 
Respiratory diseases .... 326,557 “ 
Other diseases 147,337 “ 

It is estimated that during the 20 years following 1896 


when plague first appeared in Bombay, twelve million peo- 
ple died of that disease. 


During the influenza epidemic which appeared in India 
in 1918, continued through a part of 1919 and subsequent- 
ly in endemic form until 1920, it has been estimated that 
four millions died of the disease. Some authorities placed 
the total mortality of the entire outbreak as high as seven 
millions. 


This frightful death rate may be attributed to lack of 
resistance, the result of underfeeding and to overcrowding 
in the houses at night. The average home provides little 
or nothing in the way of ventilation. The mortality rate 
was higher than that of the plague at its worst, death in 
most instances being due to pneumonia or early heart 
failure. 


The Director of Public Health in Bengal says (and the 
Public Health Commissioner of Bombay agrees with him) : 
“The callous indifference and ignorance to the laws of 
hygiene and sanitation, the ingrained conservatism and 
woeful fatalism of the masses can only be removed by 
extensive propaganda.” Said the India Commissioner of 
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Public Health at the Far Eastern Congress of Tropical 
Diseases in 1927: “The information furnished for the great 
group of infectious diseases of world import, i. e., plague, 
cholera, smallpox, yellow fever, typhus, malaria and dysen- 
tery shows (says the Public Health Report already cited) 
that if we expect typhus and yellow fever, India is one of 
the world’s reservoirs of infection for the others and the 
main reservoir of infection for plague and cholera.” The 
significance of these facts must, adds the Commissioner, be 
obvious to all who think: “Briefly their implication is that 
India’s house, from the public health point of view, is sadly 
out of order and that this disorder requires to be attended 
to. It is not for India to say that so far as she is concerned 
prevention is impossible. If we think of the effects of sun- 
light on tubercle ridden children, of the effect of feeding 
on rickets, cholera, dengue, ankylostomiasis and filariasis 
can be and have been overcome, we need have no fear in 
regard to India provided the necessary measures are put 
into operation.” The basic enemies of all health activities 
are excessive poverty and gross ignorance. 


CHOLERA REQUIRES SPECIAL MENTION 


Lt. Col. L. C. Dunn, D.T.M., I.M.S., Director of Public 
Health of the United Provinces, in an address on the sub- 
ject of “Cholera” at a recent meeting of the Christian Med- 
ical Association of India made the following observations : 


“He considered that we were making much progress in 
the study of the disease, and that complete prevention of 
the disease would be realized shortly. He considered that 
the idea that cholera was an endemic disease was entirely 
wrong. The first cases of the disease in a district are 
always imported, and are not endemic. In 90 per cent of 
the villages in the U. P. the disease does not exist, there- 
fore there is no real endemicity. If it were true that car- 
riers could carry pathogenic organisms for 40 days, with- 
out showing any symptoms of the disease, then the prob- 
lems were desperate, but the results of very careful inquiry 
show that persons apparently quite well who are carriers 





120 BULLETIN of the NEW YORK ACADEMY OF MEDICINE 


will never infect anyone else. Thousands of examinations 
show this to be true. The vibrio may be there, but its patho- 
genicity is nil. It may be an attenuated strain. A recov- 
ered cholera patient passes pathogenic vibrios for seven 
days, but after that they are entirely innocuous. If there 
were a quarantine for seven days of all cholera cases, it 
would be quite safe and the socalled endemicity of cholera 
would entirely disappear. Cholera is spread principally 
by religious pilgrimages all over the country. It is brought 
and spread by contact, flies, water, etc. In one case that 
was investigated it was found that one infected man spread 
the disease in forty-four villages within one week, and 
within two months five thousand people died. Marriage 
gatherings prove very bad foci for spread of the disease. 
The bazaar villages are great centers of infection. A pil- 
grim goes home, taking with him water from the Ganges 
River, and some food. Even if he himself has not the dis- 
ease he may spread it through infected food and water. 
An outbreak in a Thibetan village had been traced to in- 
fected water carried a seventeen-day journey. In a village, 
when a man gets sick, the drinking vessels become at once 
infected and from these the well gets infected. Clothing 
becomes infected by mouth secretions and the excretae. 
In the hills the disease is often spread by the rivers. Chol- 
era corpses are thrown into the rivers and streams, and it 
is almost impossible to chlorinate the streams. In the 
rivers where ceremonial bathing is indulged in the con- 
taminated water is a great source of infection. Travelling 
parties going from the melas often infect wells in passing 
through villages, and railway carriages may be hotbeds of 
infection, where the travellers are packed so closely to- 
gether. The Health Department’s efforts to control the 
disease are nearly always treated with suspicion, which 
makes the work more difficult. The Department uses all 
sorts of propaganda, such as lantern slides, cinema films 
and lectures.” Col, Dunn advises the use of potassium per- 
manganate as a disinfectant, because the crystals are stable 
and therefore can be kept for a long time in a village, and 
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be ready whenever it is needed. If permanganate were 
placed in every well in a village, seven days later there 
would be no cholera there. 


CHILD WELFARE MOVEMENT, 
A HOPEFUL SIGN 

Among the most pressing problems of India’s health is 
that presented by the appalling infant mortality. It is esti- 
mated that two million babies die every year while tens of 
thousands start life with the enormous handicap of child 
weakness the result of malnutrition imposed by poverty 
and ignorance. These conditions have stimulated the Child 
welfare movement initiated by the Lady Chelmsford and 
known as The Maternity and Child Welfare League, aided 
by the Indian Red Cross Society and the Indian Medical 
Service for Women. A network of child welfare centers 
have been established in the more populous areas. Lady 
Reading recent Vicerene and others, socially prominent, 
have with successful enthusiasm inaugurated Baby Week 
which has spread to the large towns all over India and pro- 
moted a persistent widespread effort among the European 
women and well-to-do Indian women. This child welfare 
movement includes maternity, pre-natal instruction to 
mothers and the training of Indian midwives. The Baby 
Week activities include the extensive campaign of demon- 
stration and instruction in maternity activities throughout 
the country. It is hoped that the movement will continue 
to enlist increasingly intensive enthusiasm which will be 
necessary if the enormous field is to be successfully occu- 
pied. Already the movement has been productive of good 
results and if maintained with present enthusiasm will go 
a long way in solving the problem of the excessive -mortal- 
ity among India’s infant and maternal population. It is a 
bright spot in the surrounding darkness of an otherwise 
pretty discouraging situation. 


PUBLIC HEALTH REPORT 


At present there is no health act for the whole of India 
nor under existing administrative arrangements is such an 
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act immediately probable, in anticipation of contemplated 
constitutional reforms. 


Medical statistics according to the 1926 Government re- 
port for British India and the Indian states there were 
treated in the Government Civil hospitals and aided med- 
ical institutions numbering in all 4189 medical institu- 
tions, 44,610,196 patients of which 766,855 were indoor 
patients. In these institutions 1,871,495 surgical opera- 
tions were performed. 


MEDICAL EDUCATION IN INDIA 


Medical schools existing in India are of two grades, (a) 
“Medical Colleges”—Medical departments of the univer- 
sities, and (b) “Medical Schools.” 


In the former the Medical course is five years; two years 
of university premedical study being required, the com- 
bined degrees M.B. (Bachelor of Medicine) and B.S. 
(Bachelor of Science) are conferred. Twelve such colleges 
exist in British India and one in the Native State of Hyder- 
abad. These colleges also admit women and there are in all 
128 women in attendance. In addition there is also one 
Medical college of the M. B. B. 8S. grade exclusively for 
women, the Lady Hardinege Medical College in Delhi which 
has 113 students in training. 


Medical Schools. Twenty-five such schools exist in Brit- 
ish India and one in the Mysore state. Three of these are 
under mission auspices, two for women with 265 students 
and one for men with 60 students. 


University Matriculation is required for admission in 
these schools. The course is four years, to be raised to five 
years in 1932. 


These schools confer a license L.C.P.S. in Bombay 
(Licentiate College Physician and Surgeon) and L.M.P. 
Madras (Licensed Medical Practitioner ). 
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In the colleges and schools there is a combined student 
enrollment of 10,181 medical students of whom 615 are 
women. The Zenana or purdah system is gradually being 
relaxed or is being modified under modern propaganda but 
there are still multitudes of women, especially among the 
Mohammedans in central and northern parts of India, who 
will not allow themselves to be treated by3male doctors 
except for minor affections. 


The need for women physicians both in the cities and 
villages is still very urgent in view of the prevailing social 
conditions, and the high mortality among infants and 
young motherhood. 


The medical schools almost without exception are over- 
flowing with students. 


As compared with western countries some of the medical 
schools are insufficiently staffed and although there is an 
abundance of clinical material for teaching purposes it is 
not always adequately used. 


The Caltutta School of Tropical Medicine is unique as 
being the only school of this kind in India. This school 
has an abundance of teaching material and is well equipped 
in respect of teaching staff and equipment. The course is 
for six months with the certificate D.T.M. (Doctor of 
Tropical Medicine). 


CONCLUSIONS 


1. The Government of India maintains an efficient 
medical service in India with 4189 medical institutions in 
British territory and 736 in the Indian States. 


2. In the cities and large towns the number of medical 
practitioners is proportionally sufficient in numbers as 
compared with western countries but disease is more pre- 
valent and mortality rates excessive, the result mainly of 


overcrowding and unhygienic surroundings. 


3. The preponderance of medical practitioners in the 
large cities to the neglect of the rural areas, where 90 per 
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cent of the inhabitants reside, is due to poverty in the vil- 
lage districts and the consequent low social order. The 
number of physicians in the village areas is woefully in- 
adequate. 

4. Tuberculosis is prevalent throughout India and ram- 
pant in many of the large cities. Sanatoria for the care of 
tuberculosis patients are comparatively few in number and 
very inadequate in consideration of the increasing number 
of T. B. cases. 

5. Leprosy is prevalent throughout the whole of India, 


in some areas the disease prevails excessively. A campaign 
for stamping out the disease is in active operation. 


6. Mental disorders have a relatively low incidence 
and nervous diseases are of comparatively infrequent oc- 
currence among rural dwellers though common enough in 
the cities. 

7. A causative factor in much of the disease prevalence 


obtaining in India has its basis in religious practice and 
prejudice against hygienic and sanitary reforms. 


8. Epidemic disease is spread by religious pilgrimages 
which are a positive handicap in the carrying out of effi- 
cient sanitary measures in the prevention of contagious 
affections. 


9. Infant mortality and the maternal death rate in 
India are unnecessarily high. The purdah system forms 
the basis for a large percentage of the physical ills among 
women and children. Women doctors are in great demand. 
A large proportion of the medical needs among the woman- 
hood of India can only be met by women physicians. 


10. Much of the epidemic disease in India is prevent- 
able, but poverty and ignorance are the main factors oper- 
ating to prevent the greatly needed hygienic and sanitary 
reforms. 

11. There are widespread movements in operation for 
the elimination of preventable disease, but characteristic- 
ally slow in their development. 
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12. Medical Missions in India are making a large con- 
tribution towards the relief of sickness throughout the 
country. They possess many efficient hospitals, 176 in all, 
and are sharing with Government in the care of the sick 
womanhood, in maternity service and the training of In- 
dian nurses. 


They possess the largest and most efficient Tuberculosis 
Sanatorium in India and their surgical service has been 
notable in its contribution towards the relief of surgical 
ailments. 


They have extended their institutions in the neglected 
rural areas. They are participating in medical education 
and possess three medical schools, two of these for women. 
Their services are greatly appreciated by the populace and 
highly acceptable to the British Government of India, both 
in British territory and the Indian States. 


13. The Government of India conducts a popular and 
efficient system of medical education but a modified plan 
for medical relief whereby practitioners may be persuaded 
to reside more largely in the rural areas, is urgently needed. 


Dr. R. H. H. Goheen, of Vengurla, has recently made an 
extended tour throughout India as a member of a survey 
committee on medical mission institutions, appointed by 
the National Christian Council of India. I wish to express 
my indebtedness to Dr. Goheen and his committee for much 
of the material I have used in the preparation of this paper. 


DISCUSSION 


Epwarp H. Hume: It is a great pleasure to be with 
you this evening when Sir William has given this very im- 
portant paper on present day medicine in India. My own 
experience in India began in the Bombay Presidency. I 
should like to mention the peculiar circumstance that there 
should be four men coming to this single section to-night 
who are able to speak a common tongue. Sir William, Dr. 
Goheen, Dr. Vail and myself have all worked in the same 
section of India and speak one language. 
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I wish it were possible, if we had the time to-night, to 
supplement Sir William’s paper by pointing out the part 
he has played in bringing about the changes in methods of 
practice and the establishment of medical education of 
India. It was my privilege to be in the Miraj Hospital 
which he established, and to see what the establishment of 
this hospital has meant to the city and entire country-side. 
Everywhere you go in India, if you say “Miraj,” it means 
“Wanless,” and the other way around, “Wanless” means 
“Miraj.” It is important that we bear in mind that the 
man who speaks so well of the present day practice of 
medicine in India, has himself played a very important 
part in the improvements which have been going on. 


I have only a little time but I should like to say a few 
words about the India to which Sir William first went, 
and the practice of medicine there at that time and before. 


As in the case of China, Indian medicin: is very old. 
We have on record sacred books reaching back to 1500 
B. C. We know that in the Orient, surgery was more 
highly developed in India than in any other country. The 
period of Brahman control, about 1000 to 800 B. C., was 
a period in which great progress was made in the methods 
of practice of medicine. It was then that the great figure 
of Ashoka lived. He is one of the six great figures of 
history, chosen by H. G. Wells (in his Outline of History) 
to represent that era, about 22 B. C. From his writings, 
it becomes clear that hospitals were founded by him, of a 
crude sort undoubtedly, but nevertheless they represented 
the beginning of the practice of medicine. 


In the period of the fifth century A. D., we see Susrada, 
whose writings are a great storehouse of Indian surgery. 
Anatomy was being developed. To be sure, they gave fan- 
ciful names to anatomical structures and counted exact 
numbers of ligaments, nerves, etc., which are found in the 
human body. Still this marked the beginning of the con- 
ception of medicine as based upon anatomy. Similarly 
with physiology, they stated that there were seven cardinal 
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principles, and health consisted in a suitable proportion 
of these principles, and disease in a disproportion or break- 
up of the normal relationship. 


Back in this fifth century A. D., Susrada’s descriptions 
quite clearly give us a forecast of the relationship of 
malaria to the mosquito. That is worth bearing in mind. 
In other books there are warnings in this kind: “When 
rats shall fall from the ceiling and jump about and die, let 
the population beware and run away from the building.” 
It is amazing to realize that hundreds of years before the 
development of the science of bacteriology and before the 
existence of bacteria was even guessed at, the foreshadow- 
ings of later days were seen by these men. 


Indian therapeutics, like therapeutics in any other Ori- 
ental country, ranged from the days of spirits, when the 
gods did everything, down to the use of plants, of which 
thousands are described in the materia medica. Even 
more important is it that throughout this fifth century, 


medical writings included such subjects as diet, baths, 
inhalations, gargles, blood-letting, and urethral and vagi- 
nal injections. At least there was a beginning of progress, 
and we must remember that this had in it elements which 
have in their development had a great deal to do in point- 
ing the way to modern developments to come. 


I only spoke of this because I feel it so important to say 
once more to Sir William and to this audience, that we 
should be very grateful for Sir William’s presence to-night, 
and should realize the share which he has had in bring- 
ing about the medicine in India to-day. 


R. H. H. GOHEEN: I feel very much as Dr. Hume does, 
that it is quite unnecessary to add to what Sir William has 
said about present day conditions in India. Yet, having 
faced the situation in different parts of India for many 
years, I have in mind some things Sir William mentioned 
but did not particularly stress, and about which I should 
like to say a few words. 
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The work done at the Calcutta School of Tropical Medi- 
cine deserves high praise. The men working there have 
achieved great things. There is Sir Leonard Rogers, who 
gave us emetine which is a wonderful aid in the treatment 
of amoebic dysentery and amoebic abscesses. He also has 
helped in working out the modern treatment of leprosy. 
He and his assistant have developed the use of potassium 
iodide in large doses. This drug is not at all tolerated by 
the patient in the later stages of the disease. However, in 
the early stages, where there is a suspicious patch, if this 
spot is touched with potassium iodide, there is no reaction 
if it is not leprosy and a reaction if it is. And so on. 


I want to mention in particular that very important 
disease, malaria, recognized by the Calcutta school as one 
of the most serious problems in India to-day. Sir Roland 
has proved that the anopheles mosquito transmits malaria, 
a very important proof indeed. In the last census, as Sir 
William pointed out to-night, it was found that about fifty 
million people died of malaria and kindred fevers in India 
every year. As he showed too, it is very difficult to obtain 
accurate figures in the remote villages, where all febrile 
conditions are classified as “fever.” However, no other 
condition, except kala-azar which is not common, resembles 
malaria. Therefore it must be assumed that the majority 
of deaths included in this group of fifty million are truly 
malaria. 


I also wish to say a few words further about tubercu- 
losis. Sir William has given us the figures for Calcutta 
last year. While I was in charge of a tuberculosis sana- 
torium, I was asked to come up and talk to the Tuberculosis 
Association of Calcutta. We found that this disease has 
been increased in India in the past ten years by seventy- 
seven per cent, or over seven per cent per year. The only 
institution for combating the disease in Calcutta is a small 
dispensary started by an American woman, who had had 
experience in France during the war and in the rehabilita- 
tion of France subsequently. Her attention was drawn to 
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the conditions existing in Calcutta, and she started this 
dispensary. 


Sir William’s report is very important, because it draws 
attention to the prevalence of this disease. I really believe 
that the figures given are much too modest and that the 
disease is even more widespread. There is not one single 
sanatorium, apart from one having six beds and calling 
itself a sanatorium, in the whole of Calcutta. The only 
hopeful sign I see, is the establishment of a sanatorium on 
the outskirts of Calcutta which will have thirty beds, and 
which has already been started. The total bed capacity of 
all tuberculosis sanatoria in India does not equal that of 
the Municipal sanatorium in Chicago. 


Add to the above what Colonel MacFerson told me last 
year, that the ratio of tuberculosis in the United Provinces 
is over seven thousand per one hundred thousand of pop- 
ulation, as against nine hundred in the city of London. 
The increase in the disease is at the same rate in Bombay 


as in Calcutta, namely seven per cent per year. So that 
you can see that tuberculosis is another disease which 
must be very seriously considered in India to-day. 


In conclusion, I should like to mention one more disease 
—carcinoma. In tropical countries, where people are 
largely by choice or force of circumstances, vegetarians, we 
would think carcinoma less prevalent than in the western 
countries. We were led to study the incidence of carci- 
noma among our own hospital patients, and found that 
among a total number of one thousand cases treated, the 
incidence of carcinoma was 2.88 or approximately 2.9. Fig- 
ures given me for the Miraj Hospital were 3.19 or approx- 
imately 3.2, while Dr. Hume has given me the figures for 
the Post Graduate Hospital in New York. They were 3.2, 
3.3, and 3.4, for the years 1926, 1927 and 1928. You can 
see, therefore, that there is very little difference. As you 
probably know there are certain areas in India where carci- 
noma of the cheek and mouth is extremely common due 
to the practice of chewing betel nuts; while in other dis- 
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tricts there is a different type due to excessive beating of 
the hips. 


That is all I have to say to-night. 


C. E. Vat: Like Dr. Hume, I feel that I should spend 
my time to-night in speaking of Sir William, who is, of 
course, so much nearer to us in India. He has done a 
great work out there, and it has been.my good fortune to 
be under his training. I do not wish to add anything to 
his comprehensive paper on present day medicine in India, 
’ but I should like to say a few more words on the subject 
of leprosy. 


The treatment of this disease has been transformed in 
India during the last five years. To you, who rarely see 
a case of leprosy, it is a different proposition, than to one 
who sees a clinic every two or three days, in which there 
are four or five new cases not yet diagnosed. In former 
days we approached the problem of treatment of the leper 
as hopeless. While, during the past five years, we have 
cured more cases than in the previous twenty years. 


Now, when we see a leper, we look on him in a different 
light. If he is an early case, we expect to cure him. You 
can understand the difference this makes to the leper him- 
self. He formerly came to us, if he came at all, as an out- 
cast, a man with no hope of cure. Now he comes to us 
for treatment, and not for isolation. So, in the near future 
we expect to know approximately how many lepers there 
are in India to-day. Now we are simply guessing, as Sir 
William pointed out. Probably there are five hundred 
thousand to one million lepers in India to-day, as estimated 
by Dr. Muir. 


The reason for this guessing as to the number of lepers 
in India to-day, is that they are buried in the remote Indian 
villages where we cannot reach them. Now Dr. Muir comes 
to us and says the solution of this problem is to form cen- 
ters for propaganda, survey, diagnosis and treatment. I 
think it is a great tribute to the insight and forethought 
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of Sir William Wanless that this is the system in use in 
the Miraj field. 


We have five dispensaries in the outlying districts, with 
a graduate of the Medical School in charge of each dis- 
pensary. We codperate with the Imperial Leprosy Relief 
Association of India, by sending our men to Dr. Muir for 
training, and having as assistants men trained by them so 
as to carry out intensive treatment, with the hope of curing 
the leper. 


So I would like you to look into the future of medicine 
in India with the hope that leprosy will be eradicated. 
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SIR HUMPHRY ROLLESTON’S LIFE OF ALLBUTT 


The Right Honourable Sir Thomas Clifford Allbutt, K.C.B. A memoir 
by Sir Humphry Davy Rolleston, Bart, vi, 1 1, 314 pp., 8, London, Mac- 
Millan & Son, 1929. 15/. 


F. H. Garrison 


Written for physicians by a physician about a physician, 
this is, in all probability, the best medical biography of 
the year. Its ornate, somewhat old-fashioned title suggests 
the remote post-Georgian day in which Allbutt was born; 
yet he not only lived through the World War period but 
well beyond it and, nigh to the age of ninety, remained, as 
always, fresh, rosy-cheeked, well-groomed, alert, sane, 
sound and up to the minute (“Yorkshire too’). He is thus, 
at once, very near to us and very far from us; for although, 
like Ambroise Paré, witnessing the events of a century in 
the span of his life, he died, an old-fashioned gentleman in 
manner, but, in his modes of thought, an essentially mod- 
ern man. In the year 1836, Victoria had not yet ascended 
the throne, the University of London was just beginning, 
Marsh was trying out his test for arsenic, the Webers were 
investigating locomotion, Bright had localized acute yel- 
low atrophy of the liver, Sir Humphry Davy discovered 
acetylene, Cruveilhier, investigating phlebitis, was called 
to the first chair of pathology in the Paris Faculty and 
Boucher des Perthes had started to investigate the remains 
of prehistoric man. In 1925, Europe was beginning to 
recover from its war-wounds, while cholecystography, ven- 
triculography, B. C. G., ultraviolet irradiation in rickets, 
insulin fattening and hyperventilation epilepsy were al- 
ready known and Whipple and Robscheit-Robbins were ex- 
perimenting with liver diet in pernicious anemia. In less 
than 300 pages, Sir Humphry Rolleston contrives to tell 
all that is known of this long life, a quiet and uneventful 
one, be it said, and difficult to relate by reason of the utter 
lack of early records; for Allbutt, his biographer tells us, 
“kept very few records, did not write a diary or leave any 
unpublished reminiscences, and very few of his early con- 
temporaries are now alive.” Boyhood in Yorkshire and 
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Suffolk vicarages, school-days at York, B.A. (1859), M.B. 
(1861) and M.D. (1869) at Cambridge, a year in Paris 
with Trousseau, Duchenne, Hardy and Bazin (1860), 
twenty-eight years practice at Leeds (1861-89), marriage 
(1869), Commissioner in Lunacy (1889), Regius Professor 
of Physic at Cambridge (1892-1925), foreign travel, Alpine 
climbing, lecturing in America, clinical investigation, and 
most incomparable writing—that is all there is to Allbutt’s 
life, and yet its simple story is alluring from end to end. 
It is the story of one in whom the grand old name of gen- 
tleman suffered no abjection or abasement, who was, 
comme caractére, one of the best and kindliest men who 
ever lived, one of the ablest of modern clinicians, whose 
religious feeling was deep because unostentatious, yet 
endowed with the proverbial Yorkshire keenness and prac- 
tising literature as a fine art, with the single exception of 
Huxley, perhaps the most original English writer in our 
profession. In his childhood, he knew Charlotte Bronte, 
had seen the other sisters, and describes Charlotte as dull 

and insignificant as “the lamp-bracket which holds the 
light,” Emily as “gey ill to live wi,” Anne as tame and imi- 
tative, Patrick as “a bad egg,” and otherwise “just negli- 
gible, save as a thorn in other people’s flesh.” Of Emily’s 
flair for the wild and monstrous (in Wuthering Heights), 
he says: “These folk have some uncanny insight, a Cuvier- 
like faculty of ex pede Herculem.” His student remi- 
niscences of Trousseau and Duchenne are equally vivid. 
In September, 1868, George Eliot described Allbutt as “a 
good, clever and graceful man, enough to enable one to be 
cheerful under the horrible smoke of ugly Leeds.” In 
August, 1869, she was beginning Middlemarch. It is no 
secret that much of Allbutt went into Lydgate, although he 
always “observed a somewhat sphinx-like expression” about 
it. His was, in fact, the logical opposite of a life drained 
to extinction by a basil-plant. Jocund and content in his 
family life, he described the frequent reunions of his 
domestic foursome (Lady Allbutt, his adopted daughter, 
his sister and himself) as “our family square.” 
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Allbutt was a pioneer in the open air treatment of 
fevers (1865-6) and in the employment of the opthalmo- 
scope in internal disorders (1867-71); he introduced the 
short, handy clinical thermometer, in other words, brought 
the instrument into general use (1867) ; he first described 
syphilis of the cerebral arteries (1862-72; Heubner, 1874), 
the first case of Charcot’s tabetic joint lesion in England 
(1869) ; he was the first to note the role of mental anxiety 
in the causation of renal (better cardio-renal) disease 
(1876), was a great authority on all phases of disorders of 
the circulation and, in 1894-5, ascribed angina pectoris to 
aortic lesion (Corrigan, 1837) and isolated hyperpiesia or 
“senile plethora” as essential arterial hypertension of non- 
renal or non-arteriosclerotic origin. Twenty years before 
Charcot, Allbutt noted that disease of the most disparate 
type may be widely distributed in space and time, among 
a given patient’s ascendants, descendants and relatives, 
usually pivoting around the purpuras and polymorphic 
erythemas as serial members of the gouty, rheumatoid, neu- 
rosyphilitie or tubercular diatheses (1867). Patients are 
thus, as Charcot affirmed, “only an accident” in the familial — 
distribution of a major disease in space and time, like 
individual members of a finite mathematical series. This 
is the basic thought in Allbutt’s three essays on classifi- 
cation of diseases (1867, 1888, 1906), the most original ever 
written on the subject, demolishing the false notion of a 
“clinical entity” by stressing the patient as the real thing, 
and pregnant with the medicine of the future. In keeping 
with all this was his unrivalled clinical approach, as de- 
scribed by one of his colleagues: 

“His bedside manner could never have been surpassed. . . . He was 
always hopeful, even in the most hopeless cases and always left the patient 
with the feeling that not only was there considerable cause for hopefulness, 
but that the patient was the one person and the one case in which Dr. 
Allbutt was specially interested. It is needless to say that all the most 


desirable of the general practitioners were both happy and proud to meet 
him in consultation. He never let a man down.” 


In the beautiful sentences expressing his love for music, 
Allbutt seemed, in fact, to be describing the effect of his 
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own benign personality: “So the master came; appearing 
and disappearing like a wraith, but a wraith under a 
radiant halo of illumination. He lifted us up in an organ 
glory which none of us had known, before or since.” Dur- 
ing his Leeds period, Allbutt realized an income of £4000- 
£6000 a year. It came to be said in professional circles 
that “no good Yorkshireman would rest quietly in his 
grave if, before his death, he had not been seen by Clifford 
Allbutt.” His teaching in the wards is described as “a 
series of exquisite thumb-nail clinical lectures.” Examples 
are his views on overwork of the heart, and athletes gone 
stale, his rule for stopping thrombosis in typhoid fever 
(communicated to Thayer, 1925), his sympathy with 
dunces (“our vacuous minds”) and his suspicion of juve- 
nile prodigies, his use of morphine in cardiac dyspnea, 
his “large basin of really good bouillon and then tumble 
into bed” for overstrained Alpine climbers and his sound 
reasoning about the athletic monomania, the sexual pruri- 
ency and the mechanized sexuality of our present period. 
“Tenderness, gratitude, love are more to us than two arms, 
two legs or two lungs; moreover the higher gifts of the 
imagination may be found in the frailest or the humblest 
vessels.” In the history of medicine, Allbutt stands quite 
alone, as the most original, informing and suggestive of all 
English writers on the subject. To make an anthology of 
his best essays on medicine and its history, as Maude Abbot 
proposes for Osler, would seem a fitting and desirable pen- 
dant to a biography so thoughtfully conceived and so hap- 
pily executed. 

Allbutt’s letters to me were the most encouraging I have 


received in life and I shall never forget the great hearted 
gentleman who wrote them. Omne individuum ineffabilc. 








EPIDEMIC ENCEPHALITIS 


Review of the book on Epidemic Encephalitis 
Representing the Report of a Survey by the Matheson Commission 


MicHae.t Osnato 
This survey was made under the supervision and direc- 


tion of a commission, under the chairmanship of Dr. Wil- 
liam Darrach. The members were: 


Dr. Haven Emerson Dr. Charles R. Stockard 
Dr: Frederick P. Gay Dr. Frederick Tilney 
Dr. William H. Park Dr. Willis D. Wood 


Dr. Hubert S. Howe, Secretary 


Dr. Josephine B. Neal, Director of the survey, was as- 
sisted by Dr. Helen Harrington, epidemiologist. 


The book consists of 849 pages, the last 449 of which 
contain a very extensive, beautifully catalogued literature 
of the subject, which, in itself, justifies the activities of 
this commission. 


The bibliography was prepared by Jean N. Baker, the 
chapter on epidemiology by Dr. Helen Harrington, and 
the chapters on post-vaccinal encephalitis, etiology and 
treatment by Dr. Josephine B. Neal. 


‘The work of many clinicians and laboratories in Europe 
was investigated and correlated with the work which has 
been going on in the United States. 


The book is divided into three main chapters, Etiology, 
Epidemiology, and Treatment. 


The chapter on etiology takes up the whole question 
from the first suspicions of two English observers, Dr. 
Arthur J. Hall and Dr. Wilfred Harris, that the cases 
presented points of similarity to the clinical picture of 
“botulism”, down to the latest work of Drs. H. Zinsser 
and S. Flexner. 


In spite of the vast amount of work which is carefully 
reviewed in these 104 pages devoted to etiology, there are 
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still widely varying opinions in regard to the causes of 
epidemic encephalitis. In detailing the work of a host 
of authors, the errors which led them to their incorrect 
conclusions are probably explained by the sub-chapter, 
beginning on page 24, which thoroughly discusses the ques- 
tion of spontaneous encephalitis in rabbits. The work of 
Levaditi, and the co-workers of Von Economo, many 
Italian and French authors, Loewe, Strauss and Hirsh- 
feld, is thus sympathetically forgiven. It was the merit 
of the careful check-up studies of Flexner and the Rocke- 
feller Institute group, including Amoss, to point out that 
a little more than one-half of all the rabbits with which 
they worked, suffered from spontaneous encephalitis, and 
that the clinical and microscopic findings and the cul- 
tural data in these cases, were quite similar to those re- 
ported by Strauss, Loewe, Thalhimer, and others. The 
articles published by Rosenow in which he concluded that 
there was a close relationship between epidemic hiccough, 
epidemic encephalitis and poliomyelitis, are also carefully 
reviewed, as is also the entire question of filtrable viruses. 
The portion devoted to viruses closely allied to or identical 
to the herpes virus, is especially well done. The present 
state of our knowledge of the cause of epidemic ence- 
phalitis cannot be better expressed than in the words of 
Drs. Zinsser and Flexner, who are quoted on page 104: 

“Zinsser has been working with a species of monkey 
in which it is possible to produce both an acute and a 
subacute encephalitis by means of herpes virus. The de- 
tails of these experiments are in press. On the basis of 
this work and his immunological experiments, he states 
that he is gradually moving in the direction of the view 
that since encephalitic disease is chiefly secondary to fil- 
trable virus conditions, most of these agents may become 
neurotropic under circumstances of individual suscepti- 
bility, and that the difficulty of transferring to animals 
is very possibly due to a gradual loss of virulence conse- 
quent upon the prolonged nature of the cases which beneed 
come to our hands at autopsy.’ ” 








138 BULLETIN of the NEW YORK ACADEMY OF MEDICINE 


However, this subject cannot be left without a few words 
concerning the chapter on post-vaccinal encephalitis 
which has been fairly prevalent in England and on the 
Continent, especially in Holland. In this chapter also 
are discussed the encephalitides following measles, variola, 
mumps, influenza and other acute infections. According 
to some of the authors quoted, these types of encephalitis 
may be differentiated quite definitely from epidemic ence- 
phalitis and poliomyelitis, both clinically and histologi- 
cally. This is particularly true of the vaccine virus ence- 
phalitis. Lucksch, Levaditi and Nicolau, Blane and 
co-workers, were apparently the first to demonstrate the 
vaccine virus in the brains of three rabbits, after vac- 
cination. Levaditi and his co-workers believed that the 
post-vaccinal encephalitis is produced by some agent other 
than the vaccine. The reasons for this were that clin- 
ically, post-vaccinal encephalitis resembles the epidemic 
form and that there are striking resemblances in the path- 
ology. Further points of similarity between post-vaccinal 
encephalitis and the epidemic form he mentions are, that 
inoculations in rabbits have all been negative in showing 
the presence of the virus. The morbidity is the same. 
Vaccination in the rabbits facilitates the localization in 
the nervous system of the herpetic, encephalitic virus. 
Levaditi’s conclusions are that post-vaccinal encephalitis 
may be due to an awakening by the vaccination of a latent 
encephalitic infection. 


This discussion is interesting in view of a recent article 
by Levaditi published in the Archives of Neurology and 
Psychiatry for October, 1929, Volume 22, No. 4, page 767. 
If the reviewer may be permitted to refer to this article 
which is not discussed in the book which he is reviewing, 
it is interesting to note that Levaditi now believes that 
the encephalitis following herpes, post-vaccinal encephalo- 
pathy, rabies and epidemic encephalitis, can best be ex- 
plained on the Unicist theory which, in his opinion, is the 
only one that fits the experimental data. This work of 
Levaditi, which he reports in detail, is being supported 
by the Matheson Foundation. Levaditi, however, quite 
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definitely feels that epidemic encephalitis and epidemic 
poliomyelitis are two etiologically different infectious pro- 
cesses, although they are caused by ultra-viruses belonging 
to the same group of neurotropic ectodermatoses. 


The second chapter is that of Treatment and one can 
perhaps most readily obtain an idea of the status of the 
treatment of this condition by referring to a few of the 
many things tried or recommended. These vary from 
acriflavine to inoculation with African recurrent fever 
and malaria. This host of drugs and other remedies in- 
clude also the convalescent serum and the serum of Rose- 
now, and all of these things have been equally inefficacious. 


The chapter on Epidemiology begins with a very inter- 
esting historical account. It has not been definitely proved 
that epidemic encephalitis, as we know it, existed prior 
to the outbreak of the so-called Australian Disease of 
1917-1918. Prior to this in April and May, 1915, in Ru- 
mania, the condition reported by Obregia, Urechia and 
Carniol, as hemorrhagic encephalitis caused by encapsu- 
lated diploccocus, may possibly have been the first recorded 
cases of epidemic encephalitis. Very rapidly now cases 
were reported in France, in April, 1917, and by Von 
Economo in Vienna in January and May, 1917. The 
French cases began in 1915 and 1916 but were reported a 
year later. Von Economo was the first to apply the term 
encephalitis lethargica. Cases then appeared in Austria, 
Germany, Poland, then in England, Switzerland, and so 
on. The epidemic early in 1918 was followed by one in 
1919 which was especially prevalent in England and 
France. Other epidemics followed in 1920, which were 
especially severe in Poland, Switzerland and Italy. These 
were followed by the pandemic of 1920. The peak was 
reached in this year and there was a general decline in 
1921 with a peak, however, in Norway and Sweden, Fin- 
land and Belgium. The severity declined even more in 
1922 and 1923, but a second peak was reached in the pan- 
demic of 1924. In this year it was most severe in the 
British Isles and Ireland. No important outbreaks have 
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occurred since 1924 and the League of Nations Monthly 
Epidemiological Report is sponsor for the statement that 
epidemic encephalitis seems to have lost its epidemic char- 
acter, for, at least for the time being, its incidence has 
decreased in all countries in recent years and its seasonal 
fluctuation has almost disappeared. The death rate for 
the period 1921 to 1926, per 100,000 inhabitants, in the 
British Isles, was about 2.5. There now follows, begin- 
ning page 188, a very interesting and beautifully done 
series of statistical studies dealing with age, sex, occupa- 
tion and race. From these studies it would appear, first, 
that young adults are more susceptible, and secondly, that 
the disease occurs more commonly in the male. These 
studies also prove that there is no indication of any con- 
nection between occupation and liability to infection. 
Race seems to have little influence, although the report 
states that in the United States the negro has not proved 
to be especially susceptible to the disease. 


The mortality statistics vary from the low of Happ and 
Mason’s series of 81 cases namely, 7.4 per cent, to those 
of Butt, of South Africa, of 92.3 per cent (13 cases). The 
intermediate figures are more often quoted, but of 7,876 
cases collected from the literature by the Survey, there 
were 3,980 deaths namely, 50.53 per cent. 


The studies on communicability show that there is 
hardly any evidence of contagion in any country in which 
the disease has occured. While this is the general ex- 
perience, there are some men, for instance, like Netter, 
who thought he had determined eight clear cases of con- 
tagion out of 174 cases studied (4.6 per cent). Many iso- 
lated cases of apparent contagion are quoted. Hall de- 
scribes one case of transmission from mother to new born 
baby, and Bompiani and Shuman report cases in which 
infants were born of mothers suffering from epidemic ence- 
phalitis, who died, one three days, and the other thirty- 
six hours after birth, with suggestive symptoms. 


Extensive epidemiological studies are quoted from the 
British Isles, Italy, Holland, Germany, Czechoslovakia, 
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Rumania, Bulgaria, Russia, Spain, Portugal and the 
United States. The earliest cases made their appearance 
on the Continent during the Winter of 1916-1917, in the 
United States in September, 1918. Studies perhaps not 
so extensive are also quoted for India and China. Most 
extensive studies are recorded for Japan, where the first 
cases were noted in December, 1919. The study of the epi- 
demiology of the condition in Australia, where it was 
known as the “Mysterious” or “X-disease,” is quite inter- 
esting. 

Following this chapter is the very extensive and very 
carefully prepared bibliography which we have already 
mentioned. 


The reviewer feels that the work of the Commission has 
been thoroughly and well done, and while the cause of 
epidemic encephalitis is still unknown, at least our knowl- 
edge of it has been brought up to date, and more impor- 
tant perhaps than this is that it may be through the 


agency of the Commission, that various workers on the 
Continent and in this country, have had their activities 
coérdinated and stimulated in such a way that there is 
every reason to believe that the most important develop- 
ments may be expected in the next few years. 





AWARD OF THE ACADEMY MEDAL 


The first award of the Academy Medal for unusually 
meritorious work in medicine, was made to Dr. Carl Koller 
of New York City at the Annual Meeting of the Academy 
held on January 2, 1930. 


The citation reads as follows: Distinguished ophthal- 
mologist; able in the field of biology; painstaking in re- 
search ; discoverer of the anesthetic properties of cocaine ; 
inaugurator of the era of local anesthesia, conferring upon 
humanity an enormous relief from suffering; a Fellow of 
this Academy since 1898; in recognition of his services is 
awarded the first Academy medal. 


In accepting the medal Dr. Koller said: “I do not think 
I can adequately answer the generous words you have 
spoken to me. I feel especially honored to be the first 
recipient of this medal. It is for me a great satisfaction 


that I have lived to see universal good which the further 
development of local anesthesia has worked in the course 
of the years. I deeply appreciate your generous thought in 
singling out my work for this medal.” 





RECENT ACCESSIONS TO THE LIBRARY 


Adler, A. The science of living. 
N. Y., Greenberg, [1929], 264 p. 
Association for research in nervous and mental disease. The cerebellum. 
Balt., Williams, 1929, 649 p. 
Association for research in nervous and mental disease. The intracranial 
pressure in health and disease. 
Balt., Williams, 1929, 519 p. 
Bauer, J. Der sogenannte Rheumatismus. 
Dresden, Steinkopff, 1929, 142 p. 
von Behr-Pinnow, C. Menschheitsdimmerung? 
Berlin, Stilke, 1929, 156 p. 
Bennardi, A. M. Replacement treatment in advanced age. 
Boston, Christopher Pub. House, 1929, 56 p. 





ACCESSIONS TO THE LIBRARY 


Boole, E. A. Give prohibition its chance. 
N. Y., Revell, 1929, 190 p. 
Burr, A. R. Weir Mitchell; his life and letters. 
N. Y., Duffield, 1929, 424 p. 
Cameron, H. C. The nervous child. 4. ed. 
London, Milford, 1929, 249 p. 
Chemnitius, F. Die Chemie in Jena von Rolfinck bis Knorr. 
Jena, Biedermann, 1929, 191 p. 
Crowther, J. A. Ions, electrons, and ionizing radiations. 5. ed. 
N. Y., Longmans, 1929, 353 p. 
Drennan, M. R. A short course on the mechanism of voice and speech. 
Capetown, Elford, 1929, 67 p. 
Durville, H. Der Fluidalkérper des lebenden Menschen. 2. Aufl. 
Leipzig, Altmann, 1929, 258 p. 
Edmonds, C. R. and Walker, G. K. Diseases of animals in tropical 
countries. 2. ed. 
London, Baillitre, 1929, 407 p. 
Einhorn, M. Diseases of the stomach. 7. ed. 
N. Y., Wood, 1929, 593 p. 
Fauss, W. Die Natur- und Kunstzaihne des Menschen. 
Miinchen, Schreiber, 1928, 160 p. 
Fisher, H. a. L. Our new religion. 
London, Benn, 1929, 191 p. 
Fred, E. B. and Waksman, S. A. Laboratory manual of general micro- 
biology. 
N. Y., McGraw-Hill, 1928, 145 p. 
Gudzent, F. Die Radiumtherapie; Methoden und Aussichten. 
Dresden, Steinkopff, 1929, 106 p. 
History of Blockley; a history of the Philadelphia General Hospital. 
Phil., Davis, 1929, 765 p. 
Holmes, A. The mind of St. Paul. 
N. Y., Macmillan, 1929, 263 p. 
Jones, (Sir) R. and Lovett, R. W. Orthopedic surgery. 2. ed. 
N. Y., Wood, 1929, 807 p. 
von Kordnyi, A. (baron). Vorlesungen iiber funktionelle Pathologie und 
Therapie der Nierenkrankheiten. 
Berlin, Springer, 1929, 330 p. 
Kuckuk, W. Das Herz in gesunden und kranken Tagen. 
Recklingshausen, Visarius, [1929], 111 p. 
Liddell, E. G. T. and Sherrington, (Sir) C. S. Mammalian physiology. 
Oxford, Clarendon Pr., 1929, 162 p. 
Loewenberg, S. A. Diagnostic methods and interpretations in internal 
medicine. 
Phil., Davis, 1929, 1032 p. 
Macdonell, (Sir) J. Historical trials. 
London, Milford, [1928], 234 p. 





144 BULLETIN of the NEW YORK ACADEMY OF MEDICINE 


McPheeters, H. O. Varicose veins, with special reference to the injection 
treatment. 
Phil., Davis, 1929, 208 p. 
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PROCEEDINGS OF ACADEMY MEETINGS 
JANUARY 


ANNUAL MEETING 
Thursday Evening, January 2, at 8:45 o’clock 


ORDER 
I. Executive Session 
Reading of the Minutes 
Election of Fellows and Honorary Fellows 
Special election—Committee on Admission 


. Award of Academy medal—Car! Koller 


. Annual reports 

The Council, John A. Hartwell 

The Trustees, Eugene H. Pool 

The Treasurer, Seth M. Milliken 

The Sections, Edwin Beer 

Committees: Admission, Arthur M. Wright; Library, Russell L. Cecil; 
Public Health Relations, James Alexander Miller; Medical Educa- 
tion, Nellis B. Foster; International Medical Relations, Samuel J. 
Kopetzky; Professional Standards, Samuel W. Lambert; Medical 
Jurisprudence, Israel Strauss; Honorary Fellowship and Honors, B. 
Sachs; Activities, Walter L. Niles 


Thursday Evening, January 16, at 8:30 o’clock 


Tue Fovrta Harvey Lecrure 
Acquired immunity in syphilis, Alan M. Chesney 
Associate Professor of Medicine, Johns Hopkins School of Medicine 
Baltimore 
G. Cansy Rostnson, President Harvey Society 
Dayton J. Epwarps, Secretary Harvey Society 
This lecture takes the place of the second Stated Meeting of the Academy 

for January. 

Section oF SuRGERY 

Friday Evening, January 3, at 8:30 o’clock 


ORDER 
I. Reapinc oF THE MINUTES 


II. Presentation oF Cases 
a. 1. Anterior dislocation of the sterno-clavicular joint. Operative 
correction 
2. Garre’s osteo-sclerosis of the metacarpal bone 
3. Spontaneous rupture of flexor tendons following operative repair. 
Secondary operation 
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4. Contracture of axilla following burns; a method of skin trans- 
plantation. Two cases, John H. Garlock 
b. 1. Dislocation of index finger at metacarpo-phalangeal articulation. 
Operation 
2. Vertical fracture of patella, Paul A. Dineen 


. Paper oF THE Evenrnc 


Acute pancreatitis, Ralph Colp 


. Gewerat Discussion 


Il. 
III. 
IV. 


Section oF DerMaTOLOGY AND SYPHILOLOGY 


Tuesday Evening, January 7, at 7:45 o’clock 


ORDER 


. Presentation or Patients 


a. Cases from the Cornell Clinic 
b. Cases from the Beth Israel Hospital 
c. Cases from the Polyclinic Hospital 


Miscetianeous Cases. 
Discussion or Cases 
Executive Session 


Nore: Examination of cases is limited to members and their invited guests. 


Section or Historicat anp Cuitrurat MEDICINE 
Wednesday Evening, January 8, at 8:30 o’clock 


ORDER 


. Reapinc or tHE MINvuTES 
. Papers of THE EveNniINnG 


a. Notes on increased interest in medical history, C. N. B. Camac 

b. An historical review of the relationship of medicine to pharmacy. 
Illustrated by lantern slides, Curt P. Wimmer (by invitation) 

c. The value of medical history in undergraduate schools, Howard W. 
Haggard (by invitation) 


. Genera Discussion 


Section oF PeptatrRics 
Thursday Evening, January 9, at 8:30 o’clock 


ORDER 


. Papers or THE EveninG 


a. Encephalitic changes in so-called “toxicosis of infants,’ Max A. 
Goldzieher (by invitation) 

Discussion, Herman Schwarz, Joseph Globus 

b. A possible. explanation of horse serum anaphylaxis in man, Bret 
Ratner 

Discussion, William H. Park 
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c. The carbohydrate metabolism of the new born infant, Harry M. 
Greenwald (by invitation) 

Discussion 

d. Urinary calculi in infancy and childhood, Merideth F. Campbell 


Discussion, A. R. Stevens 
Section oF OroLocy 
Friday Evening, January 10, at 8:30 o’clock 


ORDER 
. REapING oF THE MINUTES 


. Presentation oF Cases 
Case of objective ear noises, Alfred Schattner (by invitation) 


. Report or Cases 
Case for diagnosis, Louis K. Pittman (by invitation) 


. Paper or THE Eveninc 
An estimation of Wittmaack’s work on the labyrinth, C. K. Gale (by 
invitation) 
. Executive Session 
Secrion or Nevrotocgy ann PsycHiaTRy 


Joint Meeting with the 
New Yorx Nevrowocicat Society 


Tuesday Evening, January 14, at 8:30 o’clock 


ORDER 
. Reapine or THE MInvuTEs 


. PRESENTATION 
Clinical and pathological report of an unusual case of oculo-gyric 
spasm. Lantern slides, S. Philip Goodhart, Charles Davison (by 
invitation) 
Discussion, Smith Ely Jelliffe, Joshua Rosett, Israel Wechsler, Emanu- 
el D. Friedman , 
. Papers oF THE EvENING 
a. The histopathology of experimental diabetes insipidus, F. J. Warner 
(by invitation) 
Discussion, Smith Ely Jelliffe, Irving H. Pardee, Charles Davison, 
S. Philip Goodhart 
b. The legend of the prevention of mental diseases, I. S. Wechsler 
Discussion, Smith Ely Jelliffe, A. A. Brill, J. Ramsay Hunt, Frank- 
wood E. Williams 
IV. Generar Discussion 


V. Executive Session 
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Secrion or Genito-Urtnary SurGERY 
Program presented by 
Srarr or Urotocicat DeparTMENT 
Bellevue Hospital 


Wednesday Afternoon, January 15, at 2:00 o’clock 
Amphitheatre Bellevue Hospital 


(“K” Building) 


. Operations by Urologic Staff 
. 1. Demonstration of the Elliott thermo-hydro-therapy, Max S. Rohde 
2. (a) Persistent hematuria originating in a traumatic kidney 
(b) Hematuria due to renal hypernephroma and hypertrophy of 
prostate, J. J. Valentine 
. Roentgenographic evidence of urological conditions in children, M. 
F. Campbell 
. (a) Demonstration of cystoscopic use of the electrotome 
(b) New cysto-uretroscope, C. W. Collings 
. Presentation of three cases with ureters implanted in large bowel, 
A. R. Stevens 


Section or Genrro-Urtnary SurGery 
(Continued) 


Wednesday Evening, January 15, at 8:30 o’clock 


Acapemy or MEDICINE 


ORDER 
. Reaprnc or Minutes 


. Presentation or Cases 

a. High ureteral obstructions. Lantern slides, A. R. Stevens 

b. Calculous disease of the upper urinary tract. Lantern slides, C. W. 
Collings 

c. Peri-renal abscess, M. F. Campbell 

d. Five years’ experience with vaso-ligation in prostatic obstruction, 
G. A. Cashman (by invitation) 

e. Foreign bodies in the urethra. Report of case, H. S. Jeck 

f. Diverticuli of bladder, containing calculi, W. H. McNeill, Jr. 

g- Motion pictures as an aid in teaching Urology, J. J. Valentine 

h. Intravenous pyelography—ureterography—cystography, M. Swick 
(by invitation) 


. Generar Discussion 


Section or Ortuoprepic SurcEery 


Friday Evening, January 17, at 8:30 o’clock 


ORDER 
. Reapinc or Minutes 





PROCEEDINGS OF ACADEMY MEETINGS 


. Paper ofr THE EvEeNING 


The-operative lengthening of the tibia and fibula, illustrated with 
motion pictures, LeRoy Abbott, St. Louis (by invitation) 


. Executive Session 
Section or OPHTHALMOLOGY 


Monday Evening, January 20, at 8:30 o’clock 


. READING oF THE MINUTES 


. Pres—enTATION oF CASES 


a. Unusual muscle findings after frontal sinus operation, James 
Watson White 

b. Bilateral spasm of superior rectus muscle, Francis W. Shine 

c. A case of optic atrophy in Paget’s disease (with lantern slides), 
Rudolf Aebli (by invitation) 

d. Pulsating exophthalmos traumatic, Henry H. Tyson 

e. A tumor of the optic nerve, Thomas Johnson 

f. Partial optic atrophy, Webb W. Weeks 


. DEMONSTRATION 
Stereoscopic photography as applied to the eye, Wendell L. Hughes 


. Paper oF THE EvENING 


Herpes zoster ophthalmicus luetica, Irving H. Pardee 


. Generat Discussion 


. Executive Session 


Section or MEDICINE 
Joint meeting with the 
New Yorx Dietetic Association 


Tuesday Evening, January 21, at 8:30 o’clock 
ORDER 


. Paper or THE EvEeNING 
Some chemical aspects of nutrition, Lafayette B. Mendel, Yale School 


of Medicine (by irvitation) 
. Discussion, Eugene F. Du Bois, Graham Lusk, Henry C. Sherman 
(by invitation) 
Section or LARYNGOLOGY AND RHINOLOGY 
Wednesday Evening, January 22, at 8:30 o’clock 
ORDER 

. Reapinc or Minutes 
. Papers oF THE EVENING 
a. Unusual rhino-laryngological conditions and their treatment (lan- 

tern slides), Gordon B. New, Mayo Clinic (by invitation) 
Discussion, John E. Mackenty, Samuel McCullagh, John D. Kernan, 

Henry B. Orton 
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III. 


IV. 


VI. 


ITI. 


BV. 





b. Agranulocytic angina (lantern slides), Nathan Rosenthal (by invi- 
tation) ° 
PresENTATION OF Cases 
a. Vascular fibroma of a teratomatous nature, of the nasal cavity and 
naso-pharynx, John E. Mackenty 
b. Adamantinoma of mandible, duration 18 months, operation, recov- 
ery, demonstration of specimen, Morley T. Smith 
c. Third nerve paralysis, associated with posterior ethmoiditis and 
sphenoiditis, improvement following operation, John D. Kernan 
d. Abscess of frontal lobe simulating frontal sinusitis, presentation 
nine years after operation, Francis W. White 
e. Carcinoma of neck extending through thyroid cartilage, second show- 
ing of case, Arthur S. Wilson } 
f. Plasmocytoma of the nose, Harry Rosenwasser (by invitation) 
Report or Cases 
a. 1. Carcinoma of right ethmoid, antrum and sphenoid sinuses. Fol- 
low up on case presented one year ago 
2. Carcinoma of larynx (lymphoid epithelioma) primary lesion well 
three years, following radium treatment. During past three 
months metastases to right forearm and left ankle, G. Allen 
Robinson 
Discussion, David H. Jones 
b. Pemphigus with initial lesion in pharynx, Louis Hubert 
Generat Discussion 
Executive Srssion 
Section or OxsteTrics AND GYNECOLOGY 
Tuesday Evening, January 28, at 8:30 o’clock 


ORDER 


. Reapinc or THE Minutes 


II. 


Papers OF THE EvENING 

a. Studies on the pupillary reactions of pregnant and non-pregnant 
women and their practical application in the diagnosis of preg- 
nancy, Z. Bercovitz (by invitation) 

Discussion, Mortimer M. Hyams, Adolph Jacoby, Gerard L. Moench 

b. Trichomonas vaginalis vaginitis, Sophia J. Kleegman (by invitation) 

Discussion, H. Dawson Furniss, Frederick C. Holden 


Generar. Discussion, James H. Movitz, Adolph Jacoby, Mortimer M. 
Hyams, James V. Ricci, Julius Kurzrock, Samuel J. Scadron 


Executive Session 











II. 


III. 


IV. 


V. 
VI. 


PROCEEDINGS OF ACADEMY MEETINGS 


New York MEETING 
of the 
Socrery ror ExpertmentTaLt BioLtocy anv MEDICINE 
under the auspices of 
Tue New Yorx Acapemy or MEDICINE 
Fifth Avenue and 103rd Street 


Wednesday, January 15, at 8:15 o’clock 


. The polynuclear count in the rat, with special reference to vaginal 


smears, J. F. Yeager, H. O. Haterius (introduced by Eric Ponder) 


Gastric hypersecretion following parturition in a dog, F. Hollander 
(introduced by I. S. Kleiner) 


Effects of high voltage cathode rays upon germinal epithelium of the 
rat, V. C. Jacobsen 


A further report on the effect of thyroparathyroidectomy on the action 
of irradiated ergosterél, A. F. Hess, M. Weinstock, H. Rivkin 


Agglutination changes in ageing germ cells, A. J. Goldforb 


The extraction of tyrosinase from mutants of drosophila melanogaster, 
M. A. Graubard (introduced by L. C. Dunn) 


Peyton Rovs, President 


A. J. Gotprors, Secretary 








i. 


New York Parnowocicat Society 
In Affiliation with 
Tue New York Acapemy or MEDICINE 


Thursday Evening, January 23, at 8:30 o’clock 
ORDER 

Papers OF THE EvENING 

a. Bile acids, bile pigment and cholesterol in A, B and C fractions of 
bile, J. C. Browne (by invitation), I. Katayama (by invitation) 

b. Diurnal variations in blood and cholesterol in health and disease, 
L. Halpern (by invitation), I. Somach (by invitation) 

c. Chlorides of gastric contents in hypochlorhydrias and hyperchlor- 
hydrias, K. Eyerly (by invitation), J. A. Killian (by invitation) 

d. A case of fulminant infection with the Pfeiffer bacillus, Adele E. 
Sheplar (by invitation), Lawrence Sophian (by invitation), W. 
J. MacNeal 

e. Some observations on the bacillus of Ducrey, Adele E. Sheplar (by 
invitation), W. J. MacNeal 

f. The influence of environmental factors on the behavior of Echerichia 
coli and its specific bacteriophage in urine, Frances C. Frisbee 
(by invitation), W. J. MacNeal 

g. Relation of the epithelium to the mucosa in pachydermia laryngis, 

Louise H. Meeker 
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h. Reconstruction study of the follicles and follicular arteries of the 
human spleen, W. J. MacNeal, J. M. Ravid (by invitation) 


i. A histological study of sacro-coccygeal chordoma, Nicholas M. Alter, 
Lawrence Sophian (by invitation) 
j. The mucus-secreting cylindrical cells of the lining of the urinary 
tract, Nicholas M. Alter 
II. Executive Session 
Annual election of officers 
Harrison S. Martianp, President, Newark City Hospital 
Beryt H. Paice, Secretary, The Presbyterian Hospital 





ELECTION OF OFFICERS 
ANNUAL ELECTION 
Thursday Evening, December 5, 1929 


The following nominees were elected in accordance with By-law XX: 

Vice-President, 3 years, Lewis A. Conner; Treasurer, 3 years, Seth M. 
Milliken; two Trustees, 5 years, James F. McKernon, George D. Stewart; 
Committee on Library, 5 years, Alfred E. Cohn; one member, Committee on 
Admission, 3 years, Emanuel D. Friedman; one member, Committee on 
Admission, 1 year, Ward J. MacNeal. 


SPECIAL ELECTION 


Thursday Evening, January 2, 1930 


The following nominees were elected in accordance with By-law XX: 
Three members of Committee on Admission, 3 years, George M. MacKee, 
Harry M. Imboden, Alfred T. Osgood. 





FELLOWS ELECTED FEBRUARY 6, 1930 


Lester Breidenbach 323 East 87th Street 
Robert L. Carswell 1 Park Avenue 
Evelyn Holt 56 East 89th Street 
James Wainwright Howard 116 East 53rd Street 
Archibald Malloch 2 East 108rd Street 
William Schroeder, Jr 184 Joralemon St., Brooklyn 
Frank Raymond Smith 107 East 67th Street 


AND FOR ASSOCIATE FELLOWSHIP 
SEE CPN, Bh Boks occcccsccscececccnensccesccsnd 49 Wall Street 





C. FLOYD HAVILAND 


(From “Mental Hygiene,” January, 1930) 


“Dr. C. Floyd Haviland was born on August 15, 1875, in Spencertown, 
New York, the son of Dr. Norman H. Haviland and the late Mrs. Henrietta 
Newman Haviland. The family later moved to Fulton, New York, where 
Dr. Haviland attended the public schools, graduating from the high school in 
1893. He received his medical education at the Syracuse Medical School, 
obtaining his degree in 1896.” 


Immediately after graduation Dr. Haviland joined the staff of the Man- 
hattan State Hospital. His entire professional life was spent in the mental 
hospitals of his native state. 


“In 1921, Dr. Haviland became medical member and chairman of the 
New York State Hospital Commission, in which position he continued until 
he resigned on July 1, 1926, to become superintendent of the Manhattan 
State Hospital. At the end of Dr. Haviland’s service as head of the State 
Hospital Commission, it was remarked that his period of service had covered 
an epoch in the development of the state system in the care and treatment 
of the mentally diseased, and in no equal period of time since the passage of 
the State Care Act in 1890 had so many progressive measures been taken 
by the commission. In his position as chairman and chief executive of the 
commission, Dr. Haviland had had two purposes continually in mind: first, 
the improvement of the state hospitals, so that more patients might recover 
or improve; second, the prevention of mental diseases, so that fewer patients 
would need state-hospital treatment. For the accomplishment of the first 
of these purposes, during his service as a commissioner action was taken 
toward organizing and developing occupational therapy in all of the state 
hospitals; a medical survey of the state hospitals was made, the medical 
services were placed on a more uniform and efficient basis, and diagnostic 
clinics in several of the state hospitals were organized; a survey of nursing 
and of the schools of nursing in the state hospitals was made, and steps were 
taken to strengthen and improve their service and to provide better courses 
of instruction for both nurses and attendants; as a result of the approval 
of the bond issue for fifty million dollars for state institutions, a compre- 
hensive building program to remove overcrowding and to provide better 
facilities for patients was undertaken; two new state hospitals and a vet- 
erans’ memorial hospital were built, and extensive development was carried 
on in the institutions previously begun at Marcy and Creedmore; for pro- 
tection from fire in the state hospitals extensive repairs were made and 
sprinkler systems and other protective devices were installed in the state 
hospitals. To accomplish the second of the purposes above mentioned, Dr. 
Haviland was active in increasing the number of mental clinics conducted 
by the state hospitals, the number of social workers also was increased, and 
efforts were made to extend the activities of the hospital clinics to problem 
children. Dr. Haviland was intensively interested in bringing about the pro- 
vision for the erection of the new State Psychiatric Institute and Hospital, 
in connection with the Medical Center, New York City, and also in the for- 
mulation of plans for the erection of a psychiatric hospital to form a part 
of the medical center of Syracuse University. Dr. Haviland believed that 
these two institutions represented the crowning achievement of his work on 
the commission.” 





DEATHS OF FELLOWS OF THE ACADEMY 


Arner Campnett Burnuam, M.D., 176 East 80th Street, New York City; 
graduated in medicine from the College of Physicians and Surgeons, New 
York City, in 1906; elected a Fellow of the Academy, January 15, 1920; 
died, January 19, 1930. Dr. Burnham was Physician of the tuberculosis 
clinic to Presbyterian Hospital and Assistant Surgeon to Polyclinic Hospital 
and Vanderbilt Clinic. 


Lawrence Kinsman McCarrerty, M.D., 114 East 62nd Street, New York 
City; graduated in medicine from Johns Hopkins Medical School, Baltimore, 
Maryland, in 1916; elected a Fellow of the Academy, April 6, 1922; died, 
January 20, 1930. Dr. McCafferty was a Fellow of the American Medical 
Association, a member of the County and State Medical Societies, As- 
sociate Dermatologist and Syphilologist to Polyclinic Hospital; Consult- 
ing Dermatologist to St. Joseph’s Hospital, Yonkers, Manhattan Maternity 
and Monmouth Memorial; Dermatologist to Misericordia Hospital; Chief 
Clinical Dermatologist and Syphilologist to Polyclinic Hospital and Assist- 
ant Dermatologist to Vanderbilt Clinic. 


Frep Henry Moster, M.D., 42 East 64th Street, New York City; graduated 
in medicine from the College of Physicians and Surgeons, New York City, 
in 1902; elected a Fellow of the Academy, April 3, 1919; died, January 24, 


1930. Dr. Mosler was a Fellow of the American Medical Association, a 
member of the County and State Medical Societies, a member of Alumni 
Association of Lenox Hill Hospital and Associate Obstetrician and Gyne- 
cologist to Sydenham Hospital. 


Cuartes Woopsury Stimson, M.D., 22 West 32nd Street, New York City; 
graduated in medicine from the College of Physicians and Surgeons, New 
York City, in 1884; elected a Fellow of the Academy, October 6, 1887; died, 
January 27, 1930. Dr. Stimson was a Fellow of the American Medical 
Association and a member of the County and State Medical Societies. 


James Sears Waterman, M.D., 315 West 76th Street, New York City; 
graduated in medicine from the College of Physicians and Surgeons, New 
York City, in 1889; elected a Fellow of the Academy, October 3, 1895; died, 
January 19, 1980. Dr. Waterman was a Fellow of the American Medical 
Association, a Fellow of the American College of Surgeons, a member of the 
County and State Medical Societies, a member of the American Laryngologi- 
cal Society, a member of the Rhinological, Otological and Pathological Socie- 
ties, a member of the Society of Alumni of Bellevue Hospital and Consult- 
ing Physician to the Holy Family Hospital. 








